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epileptics 


DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) 
is supplied in Kapseals® of 0.03 Gm. (% gr.) and 
0.1 Gm. (1% gr.) in bottles of 100 and 1000. 
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One university has recently graduated sixteen epileptics 
from its regular courses,’ Two have received their Doctor 
of Philosophy degrees, and three have received their 
Master of Arts degrees, One is now an assistant professor, 
another has his own business, and all are gainfully employed. 


DILANTIN, termed by many authorities a “drug of choice” 
in grand mal and psychomotor seizures, is one of the } 
agents chiefly responsible for such admirable results. 
Maximum success with DILANTIN is obtained with 
carefully individualized dosage schedules. | 


1. Michael, N.: Ohio State M. J. 48:42, 1952. 
" 2. Carter, S., in Conn, H. F.: Current Therapy 1952, Philadelphia 
wa W. B. Saunders Company, p. 610. ; 
3. Lennox, W. G., in Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, 
ed. 8, Philadelphia, W. B. Saunders Company, 1951, p. 1379. 
4. Lennox, W. G., in Piersol, G. M., and Bortz, E. L.: The Cyclopedia of 
Medicine, Philadelphia, F. A. Davis Company, 1951, Vol. V, p. 215. 
5. Christian, H. A.. The Principles and Practice of Medicine, ed. 16, 
New York, D. Appleton-Century Company, 1947, p. 1370. 
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NEO-IOPAX urograms and PRIODAX cholecystograms 
give definitive information for diagnosing certain pathologic 
conditions of the urinary and biliary tracts, respectively—without penalty. 


CORPORATION 
BLOOMFIELD, N.J 
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Highly effective + Welltolerated +  Imparts a feeling of well-being 


also known as Conjugated Estrogens (equine) 


: 3 
il Estrogenic Substances (water-soluble) 
i 
a AYERST, McKENNA & HARRISON Limited +» New York, N. Y. + Montreal, Canada 
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prompt and 
prolonged 
decongestion 
an COLDS 
SINUSITIS 


Neo-Synephrine hydrochloride, through immediate and prolonged 
decongestive action, not only restores nasal patency, but also 
helps to reestablish and protect the physiologic defense mechanisms 
of the nasal cavity: sinus drainage and aeration. 
Neo-Synephrine hydrochloride is notable for its relative freedom 
from sting and for virtual absence of compensatory congestion. 
Furthermore, it does not usually produce systemic side effects such 
as nervous excitation, cardiac reaction or insomnia, 

The decongestive action of Neo-Synephrine hydrochloride is undi- 
minished by repeated use—insuring relief throughout the dura- 
tion of the illness. 


%% solution (plain and aromatic), 1 oz. bottles 
. % and 1% solutions (when stronger vasoconstrictive action is 
needed), 1 oz. bottles 

%% water soluble jelly, 5% oz. tubes 


Neo-Synephrine 


HYDROCHLORIDE 


New 18, N.Y. Winosor, Onr. 
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Announcing 


A new film in full color 


Special Problems in the Management 
of 


PEPTIC ULCER e 


by 
Department of Gastroenterology 
of the Lahey Clinic 
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A Unit of the Wyeth Peptic Ulcer Service 


Among the topics developed are: esophageal 
ulcer; gastric ulcer, benign and malignant; 
postbulbar ulcer and subtotal gastrectomy for 
intractable ulcer in the descending portion of the 
duodenum; pyloric obstruction; hemorrhage; 
postoperative jejunal or anastomotic ulcer. 16 
mm., color with sound, 30 minutes. To obtain 
this film for group showing, write to: 


FILM LIBRARY 

WYETH INCORPORATED 
1401 Walnut Street 
Philadelphia 2, Pa. 


WYETH PEPTIC ULCER MEDICATION 


Amphojel®, N.N.R. (Aluminum Hydroxide Gel, Alu- 
mina Gel)—For the medical management of gastric and 
duodenal ulcer; or for the control of symptomatic 
gastric hyperacidity. 

Amphojel without Flavor, N.N.R. 

Amphojel Tablets N.N.R. (Dried Aluminum Hydrox- 
ide Gel, Hydrated Alumina Tablets, 0.3 Gm. (5 grains); 
0.6 Gm. (10 grains). 

Phosphaljel®, N.N.R. (Aluminum Phosphate Gel)— 
for marginal uicer. 
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ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC., BROOKLYN 6, N. Y. 
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etectio 


By joining, or helping to form, a Committee on Diabetes of 
your Medical Society, you can cooperate in the organized 
program to find unknown diabetics in your community. 


As an individual practitioner, you can take an active — and 
essential—part in diabetes detection all year round, by making 
a test for urine-sugar routine for each and every patient. 


P.S. It is only too easy for a busy doctor to overlook 
testing himself and members of his family. 


To screen for diabetes, the simplest method is testing for 
urine-sugar. A test is made of the first specimen voided one 
to three hours — preferably 90 minutes — after a full meal. 
Positive findings of glycosuria are checked by blood-sugar 
determinations. 


During the Diabetes Detection Drive, Clinitest Reagent Tab- 
lets are available to your Medical Society without charge when 
requested from the American Diabetes Association. For in- 
formation call or write the Secretary of your Society. 


REAGENT TABLETS 


COMPANY, INC. ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 
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Five 


YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 


standards of the time, were conspicuous for success. 
Twenty-five years ago experience had bet- 


tered the methods. Today with the advantages of collateral medicine, 


treatment is markedly further improved. 
The Ralph Sanitarium provides personal- 


ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Cooperation 


with referring physicians. Write or phone. 


She 
RALPH 


SANITARIUM 


Ostablished 1897 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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You'll get a lot more out of the 


all-new 
Inductotherm 


Now you can give your patients the 
desired quality and intensity for the 
full range of diathermy treatments. 
New GE Model F Inductotherm 
combines all the latest advances in 
induction heating therapy. 

As shown in the pictures below, 
this handsome, trouble-free unit pro- 
vides for a wide range of diathermy 
technics. Output has been raised to 
200 watts — for most efficient 
utilization of induction heating 
methods, Unit is crystal controlled 
for absolute adherence to FCC-ap- 
proved frequency. 

Demand for the Model F is al- 
ready great. To insure getting one 
of these great new Inductotherm 
units soon, call your GE x-ray 
representative right away. For illus- 
trated literature, write 


GENERAL @ ELECTRIC 


Fully adjustable contour Optional is the 12 ft. treat. Also available: fully ad- Surgical facilities, integral 
following electrode is part ment cable. Note how justable air-spaced con- part of unit, for all medi- 
of the basic unit. electrodes attach in rear, densor type electrode, um and light technics, 


Direct Factory Branch: 1114 Grand Avenue, KANSAS CITY, MO. 
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Migraine In Children 


“Migraine may a during the first of life. 
The — of bjective 
and flimmer scotoma, is often difficult to determine 
in young children. The true nature of the symp- 
toms frequently remains obscure for years.” 


Vahlquist, B. and Hackzell, G.: Acta 
Paediatrica 38: 622 (1949). 


8 severe 
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(reference given above) 

In a study of 400 adult migraine patients, it was 
revealed that 34% had suffered attacks before the 
age of 15.* These investigators concluded that 
childhood migraine was a much greater clinical 
problem than was previously believed and that 
psychodynamic mechanisms played an important 
part in the disease. 


These criteria are useful in diagnosis: 
Headache attacks with symptom-free intervals 
plus (at least two of the following) nausea, 
scintillating scotoma, hemicrania, and heredi- 
tary predisposition. 
For symptomatic relief in these cases, Cafer- 
got®, N.N.R. (ergotamine with caffeine) 
may be administered orally. For best results, 
give adequate dosage promptly. 
For children within the age range 7 to 12 years— 
Cafergot® is administered, one tablet when the at- 
tack appears imminent followed by one additional 
tablet within 30 minutes. Not more than two 
Cafergot tablets should be administered to children 
within this age range. 


In the adolescent age group, 12 to 18 years of age, 
the dosage may gradually be increased as necessary 
up to the usual adult dose, i.e., two tablets when 
the attack appears imminent followed by one tab- 
let doses at half hour intervals until the attack is 
aborted. (Total maximum dose for adults: six tab- 
lets for each attack.) 


*Katz, J., Friedman, A.P., and Gisolfi, A.: New York 
State! J. Med. 50: 2269 (Oct.) 1950. 


Sandoz P barmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 
It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 
Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MO. 
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WHEN DRUG THERAPY 


The administration of many drugs can sharply 
increase the patient’s requirements for vari- 
ous essential nutrients. The presence and 
action of certain drugs in the organism may 
alter normal utilization of nutrients to pur- 
poses of detoxication of these drugs. 

In some instances, drugs may impair ab- 
sorption of nutrients, increase their destruc- 
tion within the digestive tract, interfere with 
their metabolism, or hasten their elimination. 
With prolonged administration, therefore, 
unless the intake of various nutrients is in- 
creased, deficiency states may be precipitated. 

The dietary supplement Ovaltine in milk 
can significantly increase the nutrient intake 


of the patient when therapy makes this adjust- 
ment necessary. As shown by the table below, 
it provides substantial amounts of all nutri- 
ents known to be essential. Its excellent 
quality protein furnishes an abundance of 
all the indispensable amino acids. 

Because of its delicious flavor, Ovaltine 
in milk is universally enjoyed by patients. 
It is easily digested, bland, and its nutrients 
are quickly available for utilization. The two 
varieties of Ovaltine, plain and chocolate 
flavored, both similar in high nutrient con- 
tent, allow choice according to flavor pref- 
erence. Children particularly like Chocolate 
Flavored Ovaltine. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


*Nutrients for which daily dietary allowances are recommended by the National Research Council. 


Three Servings of Oyaltine in Milk Recommended for Daily Use Provide the Following Amounts of Nutrients 


(Each serving made of 4 oz. of Ovaltine and 8 fl. oz. of whole milk) 


MINERALS VITAMINS 

*CALCIUM...... . 112Gm. MAGNESIUM *ASCORBIC ACID.... 37mg. PYRIDOXINE...... 0.6 mg. 
CHLORINE...... 900 mg. MANGANESE BIOTIN:.............- 0.03 mg. *RIBOFLAVIN...... 2.0 mg. 
0.005 “PHOSPHORUS 200 mg. *THIAMINE........ 1.2 mg. 
FLUORINE...... 30mg. POTASSIUM FOLIC ACID........ 0.05 mg. *VITAMIN A....... 3200 1.U. 
*1ODINE......... 7mg. SODIUM 6.7 mg. VITAMIN Bi...... 0.005 mg. 
PANTOTHENIC ACID 3.0mg. *VITAMIN D....... 420 1.U. 

biologically Gm. 

65 Gm. 

30 Gm. 
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HOSPITAL e 


LA AM 


For Physicians, Surgeons, Dentists Exclusively 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


SICKNESS 


$5,000 accidental death 
$25 weekly indemnity, accident and sickness 


‘Quarterly $8.00 $15,000 accidental death 


$75 weekly indemnity, accident and sickness 


Quarterly $24.00 


$10,009 accidental death 
$50 weekly indemnity, accident and sickness 


Quarterly $16.00 $20,000 accidental death 


$100 weekly indemnity, accident and sickness 


Quarterly $32.00 


$4,000,000.00 
INVESTED ASSETS 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple Quadruple 
5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home... ... 5.00 per day 10.00 per day 15.00 per day 20.00 per day 

‘Laboratory Fees in Hospital. . -00 10.00 15.00 20.00 
Operating Room in Hospital. 10.00 20.00 30.00 40.00 
Anesthetic in Hospital..... ays 10.00 20.00 30.00 40.00 
X-Ray in Hospital........ died 10.00 20.00 30.00 40.00 
Medicines in Hospital...... ~ ais 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital............ 10.00 20.00 30.00 40.00 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


50 years under the same management 


400 FIRST NATIONAL BANK BUILDING 


$200,000.00 deposited with State of Nebraska for protection of our members 


$18,900,000.00 
PAID FOR CLAIMS 


OMAHA 2, NEBRASKA 


“Woodcroft Hospital-Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings 
phere. Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 
segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. 
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You may be certain that he will insist on a good solid 
foundation for his new house, consistent with his having built | 
a successful medical practice on sound principles of integrity 
and dependability. These are the qualities he looks for in 


others. He has found them to be characteristic of those 


whose products he chooses to prescribe. Just such a company 


is now making . .. 
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... the hematinic which comes from antibiotic production 


Since the antianemia effect of liver was discovered twenty-six years ago, true perni- 
cious anemia has ceased to be a necessarily fatal disease; pharmaceutical re- 

finements have made liver therapy increasingly acceptable; knowledge of the constituents 
of liver and the nature of anemias has increased. These developments have been 


helped substantially by teamwork between the Lilly Laboratories and other investigators. 


It is now known that several chemically dissimilar substances in liver are effective in 
macrocytic anemias. For example, vitamin B12, which is also derived as a by- 
product of Lilly streptomycin production, is usually effective in pernicious anemia. It is 
ineffective, however, in certain other macrocytic anemias in which folic acid, another 
natural constituent of liver, is indicated. From investigations such as are continuing in 
the Lilly Laboratories, it now appears that there are still other unisolated substances in 
liver which are potent agents capable of producing blood regeneration. Until all 

of these are identified and their relationships more clearly defined, the use of liver 


extract in macrocytic anemias will continue as sound therapy. 


Gitty ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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An Instance of the Possible Transmission of 
Acute Thyroiditis* 


Gerald William Nice, M.D., and Rudolph Chess, M.D. 


Topeka, Kansas 


Acute thyroiditis has been reported following 
upper respiratory infections, measles,! malaria,’ 
scarlet fever,? rheumatic fever, influenza, meningitis, 
diphtheria, typhoid and paratyphoid fever, mumps, 
trypanosomiasis* and other diseases,> but no specific 
etiologic factor has been isolated.© Since the disease 
is most often preceded by an upper respiratory in- 
fection, the possibility of a filterable virus has been 
suggested. 

Although the disease has been reported following 
many bacterial and viral diseases, the question of 
transmission from one patient to another is rarely 
encountered. Haines’ described a patient who de- 
veloped thyroiditis two weeks after visiting her sis- 
ter who had thyroiditis at the time. Howard® had 
several cases within a period of six months; how- 
ever, no contact could be found among any of the 
patients. Nelken and Rubin? reported acute thy- 
roiditis in two persons of the same family occurring 
one year apart. We have recently observed the de- 
velopment of acute thyroiditis in a nurse a few 
weeks after attending a patient with this disease. 
The two cases were alike in their clinical manifesta- 
tions, in the unusual occurrence of splenomegaly as 
part of the acute syndrome, and in their prompt 
response to x-ray therapy. 

Case No. 1 

A 45-year-old white- fake editor had been ap- 
parently well until June 25, 1950, when he devel- 
oped malaise, fever, and bilateral parietal headache. 
He was hospitalized at Emporia, Kansas, on July 5. 
The only notable physical finding was a slightly en- 
larged thyroid gland with tenderness over the right 
lobe. Routine hematologic examinations were nor- 
mal. Repeated agglutinations for heterophile anti- 
body, thyroid, Paratyphoid A and B, Brucella and 


*From the Medical Service, Winter Veterans Administration 
Hospital. 


tularemia and smears for malaria were negative. The 
chest x-ray was also negative. Daily temperature 
elevations to 102° F. were accompanied by pain in 
the anterior neck radiating to the angles of the 
mandible and the temples. He received penicillin, 
dihydrostreptomycin, aureomycin, chloromycetin, 
and aralan with no apparent benefit. 

On transfer to Winter V. A. Hospital, July 21, 
the patient had, in addition to the above complaints, 
a dry cough and sore throat of one week’s duration. 
Weight loss of 23 pounds had occurred during his: 
illness. Physical examination revealed an acutely ill 
patient with a temperature of 102° F. and a regular 
pulse at a rate of 116. The right lobe and the isth- 
mus of the thyroid were enlarged, and were ex- 
tremely tender during the daily febrile attacks. A 
beefy red area at the base of the tongue was be- 
lieved to be aberrant thyroid tissue. No other posi- 
tive physical findings were noted on admission. 
Three days later a palpable spleen was discovered 
three centimeters below the costal margin. 

Routine hematologic studies were normal except 
for a sedimentation rate of 32 mm. per hour (Win- 
trobe method). The serum proteins were 7.0 grams 
per cent with 5.0 grams of albumin and 2.0 grams 
of globulin. The quantitative van den Bergh was 
normal. Agglutinations for E. Typhosa, Paratyphoid 
A and B, Brucella, tularemia, heterophile antibody 
and Proteus OX19 were negative. Urinalysis, sero- 
logic test for syphilis and blood culture were also 
negative. The electrocardiogram and chest x-ray 
were normal. Skin tests for histoplasmosis, tuber- 
culosis, blastomycosis and coccidiomycosis were: 
negative. 

During the first week of hospitalization the pa- 
tient continued to have daily temperature spikes. 
between 100° F. and 102° F., with a corresponding 
increase in pulse and symptoms as noted above. On 


a 
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the eighth day of hospitalization he was started on 
a series of four deep x-ray treatments of 222 r each 
to the thyroid gland. Following the second treat- 
ment the temperature dropped to normal and the 
pain subsided. 

The patient remained afebrile and asymptomatic 
throughout the remainder of his hospitalization. The 
sedimentation rate remained elevated until August 
17, at which time it was four mm. per hour. Fol- 
lowing x-ray therapy the thyroid gradually returned 
to normal size, the spleen was no longer palpable 
and the beefy red tissue at the base of the tongue 
disappeared. Two weeks following x-ray therapy 
the basal metabolic rate was —40 per cent. He was 
discharged, August 19, without symptoms, with a 
basal metabolic rate that had risen to —20 per cent. 

Case No. 2 


A 41-year-old white female nurse worked on the 
ward on which Case 1 was a patient throughout his 
hospitalization. On October 1 she developed malaise 
and a fever of 100° F., which continued for four 
days. She was then asymptomatic for about three 
days, following which she developed severe gen- 
eralized headache and fever of 99° F. to 100° F. 
with severe malaise. This was followed by severe 
pain in the anterior neck region with tenderness to 
the right of the trachea. She was hospitalized on 
October 10 with pain in the anterior neck and a 
sore throat noted especially on swallowing. 

Physical examination revealed the thyroid to be 
enlarged bilaterally and tender; the right lobe more 
tender than the left. There were no other unusual 
findings. Routine hematological studies were nor- 
mal except for a sedimentation rate of 34 mm. per 
hour. The differential leucocyte count revealed four 
atypical mononuclear cells per 100 leucocytes. Urin- 
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alysis revealed 8 to 10 WBC per high power field 
with a few trichomonas. Agglutination for Typhoid 
0 was positive in a dilution of 1:40, and for Schott- 
mulleri 1:40. Agglutinations for B abortus, 
tularemia, heterophile antibody and Proteus OX19 
were negative. The electrocardiogram was within 
normal limits. 

The day after admission her temperature was 
102.4° F. She vomited several times during the 
day, and intravenous fluids were necessary. Tem- 
perature spiked daily from 100° F. to 104° F. X-ray 
therapy was started on October 16, with 220 r each 
treatment for five treatments. She received 500 cc. 
of whole blood on October 19, because of a drop in 
the red blood cell count and hemoglobin. The liver 
and spleen were palpable on October 16, but re- 
turned to normal after a few days. The temperature 
dropped to normal on the fifth day after x-ray 
therapy was begun, and remained normal thereafter 
except for three consecutive days a week later. The 
sedimentation rate remained elevated until Novem- 
ber 28, after which it slowly returned to normal. 
The patient was gradually ambulated and was dis- 
charged on December 28. The basal metabolic rate 
on December 20 was plus 10 per cent. On April 1, 
1951, it was minus 17 per cent. 
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Premature Rupture of Membranes 
With Report of a Case” 


N. C. Siebert, M.D. 


Wichita, Kansas 


Older textbooks and literature discussed prema- 
ture rupture of the membranés and dry labor as’ a 
complication of pregnancy to be feared. Norris! 
states that the presence of a normal quantity of 
liquor amnii and the integrity of the membranes 
are of vital importance to the well being of both 
the fetus and the mother and that premature rup- 
ture of the bag of waters may be followed by dis- 
astrous consequences, and at best, subject both 
mother and child to increased hazards. However, 
the newer concept regarding this condition is that 
premature rupture of membranes per se does not 
unfavorably influence either the labor or the well 
being of the mother and child except when it re- 
sults in an immature or premature infant. 

For this reason the literature is reviewed, and a 
case is presented in which the membranes ruptured 
earlier and the latent period was longer than in any 
we were able to find reported. In addition, the case 
is of interest because we believe that premature rup- 
ture of membranes and the long latent period were 
etiological factors in the production of the arthro- 
gryposis multiplex congenita with which our pre- 
mature infant was afflicted. 

By definition, premature rupture of the mem- 
branes is the rupture of the membranes at any time 
before the onset of labor. 

The incidence of this condition is stated by recent 
authors to be higher than 10 per cent. Those cases 
which go into labor very soon after rupture account 
for this seemingly high incidence. In about 60 per 
cent of cases, the onset of labor is almost simul- 
taneous with rupture, and in a large portion of the 
remaining 40 per cent, labor starts within several 
hours after rupture.? In Atkins’ series of 102 cases, 
the length of time between rupture and onset of 
labor varied from less than one hour to 56 days, and 
rupture occurred most frequently (33 cases) be- 
tween 24 and 48 hours-before onset of labor. In 
Bishop's ‘series of 636 cases,> the longest interval 
between rupture and onset of labor was 63 days. In 
Ballard’s series of 425 cases, the average latent 
period in primipara was 13.17 hours, and in mul- 
tipara it was 21.41 hours. The latent period in our 
patient was 147 days, and this is over twice as long 
as the longest latent period of 63 days that we were 
able to find in the literature. The gestation period 
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of our patient when she went into labor was 34 
weeks. 

Our patient is also unique in that the membranes 
ruptured at 13 weeks gestation, which is earlier than 
any reported case. In Atkins’ series of 102 cases, 48 
patients were at term, 34 were in the eighth month, 
15 in the seventh month and 5 were in the fifth and 
sixth month of pregnancy. 

The etiology of the condition is indefinite. Atkins 
believes that age, color, gravidity and parity are 
not significant factors, nor is there history of 
trauma or other apparent cause for rupture, and 
there was no increased incidence of pre-eclampsia. 
In his series there was an increased incidence of 
mal-presentations, cephalopelvic disproportion and 
prolapsed cord. Mason? feels that breech and ab- 
normal vertex presentations as well as conditions 
producing increased distention of the uterus are 
etiological factors. Ballard states that toxemias, 
syphilis, abnormal presentations and twin preg- 
nancies seem to cause early rupture of membranes. 

Titus’® view, as expressed in his text, is that any 
condition which produces unsatisfactory engage- 
ment or uneven filling of the lower uterine segment 
results in the entire weight of the contents of the 
amniotic sac coming on the point from which ex- 
ternal support is gradually being withdrawn as the 
lower uterine segment forms and the external os 
begins to dilate. He states that the probability of 
premature rupture of the membranes is easily under- 
stood and actually may be expected. This is logical 
in a case of premature rupture of the membranes 
during the period of gestation, when the lower 
uterine segment begins to form and the external os 
begins to dilate, but is apparently not the explana- 
tion in those cases in which rupture occurs days and 
weeks before these associated obstetrical phenomena 
may be expected to occur. Nor does it agree with 
Bishop who, in his series of 636 cases, found that 
premature rupture of the membranes usually takes 
place when the feto-pelvic relationship is favorable 
enough for the presenting part to enter the pelvis 
early and easily. 

Knox and Hoerner’ believe it logical that an 
infectious process in the cervical canal might extend 
itself to the membranes overlying the internal os, 
and that these membranes becoming inflamed might 
then give way under the duress of a strong Braxton- 
Hicks contraction or other strain. They concluded 
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that this was the case by gross and microscopic 
study of the membranes. Schulze® makes the further 
observation that the determining factor in pre- 
mature rupture of the membranes appears to be a 
lack of tensile strength, probably due to a deficient 
development of the connective tissue layers. 

In the differential diagnosis of premature rupture 
of the membranes, hydrorrhea gravidarum must be 
considered. This is a condition about which there 
is some disagreement as to etiology and importance 
in pregnancy. It is said to be an overgrowth of the 
glandular elements of the decidua, either as a phase 
of chronic endometritis or as a hyperplastic change 
of a more simple histologic nature, and quantities of 
clear fluid may gather from these glandular elements 
and be discharged unexpectedly in small quantities 
or in gushes of larger amounts.° 

Premature rupture must also be differentiated 
from urinary incontinence, which is fairly common, 
particularly in the last trimester of pregnancy. In 
making the differential diagnosis, the history is im- 
portant, as is also visual and microscopic examina- 
tion of the fluid. If the suspected fluid is amniotic 
fluid, visual inspection may reveal flakes of vernix 
caseosa, and under microscopic examination lanugo 
hairs may be seen. If it is urine, there may be a 
characteristic odor, and microscopic examination 
may show characteristic cellular elements and 
urinary crystals. 

According to Norris, there are several complica- 
tions of premature rupture of membranes and he 
mentions, among others, prolonged labor, more 
severe pain, uterine atony, constriction rings, 
edematous cervix, injury to the fetus, improper 
dilatation of the cervix, and infection. In the past, 
the general complications most feared in the man- 
agement of patients with premature rupture of 
membranes have been prolongation of the first and 
second stages of labor, increased incidence of opera- 
tive deliveries, injury to the fetus, and sepsis. 


There is very little foundation in fact for such a 
grim prognosis. As early as 1928, Bailey? concluded 
from a series of 477 cases that dry labors were not 
responsible for long labors except in the presence of 
other complicating factors. In the same year, Schulze 
stated that the bad repute of dry labor in general 
may be due to complicating factors other than the 
premature rupture of the membranes. Mason and 
Ballard found that the duration of labor was not 
increased, and Atkins came to the same conclusion. 
Bishop found, in his series of 636 cases, that pre- 
mature rupture actually shortened the first and sec- 
ond stages of labor. Ballard and Bishop found that 
there was no increase in the incidence of operative 
deliveries. In neither Bishop's nor Atkins’ series 
was there an increase in the maternal morbidity rate, 
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even in those cases with ruptured membranes for 
long periods of time before the onset of labor. 

Bishop concludes that premature rupture of the 
membranes does not jeopardize the life of the in- 
fant. Atkins states that infant mortality was not in- 
creased with prolongation of the interval between 
rupture of the membranes and onset of labor, that 
in uncomplicated cases infant mortality was only 
slightly above average, and that it was higher when 
labor was induced by uterine insertion of Braun 
bag. Schulze made a similar observation regarding 
poor results with uterine insertion of a bag in 1929. 

Because it has been shown that premature rupture 
of the membranes is a relatively innocuous condition, 
and because complications are higher with unwar- 
ranted interference, the management of the condi- 
tion is simple and conservative and consists of tak- 
ing the necessary steps to prevent infection of the 
mother and fetus, reassuring the mother, husband 
and other anxious relatives, and awaiting the onset 
of labor. 

Case Report 

This report concerns a 23-year-old gravida three, 
para two, whose past history is essentially negative 
with no serious illnesses or injuries and no opera- 
tions other than a tonsillectomy at age 15 years and 
a coagulation of the cervix on August 1, 1950, for 
chronic cervicitis following a negative cervical 
biopsy. 

Her family history is non-contributory and her 
husband is in good health. 

Menstrual history is normal. The two previous 
pregnancies and deliveries were normal. 

History of this pregnancy is that her last men- 
strual period occurred on January 12, 1951, making 
her estimated date of confinement October 19, 1951. 
Physical examination, urinalysis and blood count on 
March 15, 1951, were normal except for a hemo- 
globin of 65 per cent and a RBC of 3,370,000. She 
is Rh positive. Pelvic examination was as follows: 
external genitalia, normal; urethral meatus, normal; 
perineum, excellent condition; uterus, anterior, lying 
to the right of the midline, freely movable and en- 
larged to the size of a two months pregnancy; cervix, 
normal; vagina, normal. 

On April 28, 1951, she phoned, stating that on 
April 13, 1951, she had had several hours of severe 
uterine cramping and a discharge “as though the 
water had broken.” She stated that the latter part 
of the discharge had been “pinkish” but that this 
had rapidly subsided. She had no signs or symptoms 
of infection. She was advised to stay in bed and 
come to the office on April 30. She did not come 
in, however, until May 8, at which time the pelvic 
examination was the same as initially except for 
further enlargement of the uterus and the presence 
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cf considerable watery fluid in the posterior fornix 
of the vagina. 

She was given 400,000 units of S.R. penicillin, a 
prescription for gantrisin, and was advised against 
couches, intercourse or tub baths. We asked her to 
return in a week, or to call if bleeding, cramping, 
chills or fever developed before her appointment. 


She did not return, however, until August 20, 
951, at which time she gave a history of inter- 
mittent uterine cramping and watery vaginal dis- 
charge, there being no apparent association between 
he two. The uterus at this time measured 26.5 cm. 
‘bove the symphysis. Visualization of the vagina 
and cervix was normal except for the presence in 
‘he posterior fornix of a watery discharge which 
vas oozing from the external os. Temperature was 
aormal, and there was no evidence of infection. 

On September 5, 1951, she called saying that 
there was slight vaginal bleeding upon arising that 
morning. She was immediately hospitalized. At 
6:00 p.m. she began having irregular uterine con- 
tractions which persisted and became more regular 
and harder at 11:00 p.m. at which time station 
was —1, cervix dilated three cm. and almost com- 
pletely effaced. Normal spontaneous delivery of a 
four-pound (1814 grams) female with arthro- 
gryposis multiplex congenita occurred at 11:50 p.m. 
There was no evidence of amniotic fluid at delivery. 
The placenta was grossly normal except for evidence 
of a marginal placenta previa. A portion of the 
membranes was absent. The post partum course was 
entirely uneventful. The infant survived and ortho- 
pedic treatment was begun at ten weeks of age. 


before of orthopedic . pa 
showing deformities. 
Discussion 

“Arthrogryposis multiplex congenita” is a term 
used to designate contractures of the joints.!° A rare 
congenital type of contracture and deformity of the 
joints, it is characterized by incomplete fibrous 
ankylosis of the joints, and the multiple deformities 
are due to thickening and contracture of the periar- 
ticular tissues and not to muscle or tendon contrac- 
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tures. It is not hereditary'! and there are at least 
three etiological possibilities for this condition: !? 
(1) maldevelopment of the ovum or the fetus; 
(2) intra-uterine joint disease—periarthritis, or 
(3) intra-uterine pressure and forced intrauterine 
positions. The picture is not constant, but may vary 
depending on intra-uterine position. 

Apropos of the etiology of this condition, Norris 
considers, among other functions of the liquor 
amnii, that the presence of the fluid permits move- 
ments of the fetus.and thereby tends to prevent 
faulty development and the formation of adhesions 
which may result in intra-uterine amputations, hare- 
lip, hemicephalus, imperfect closure of body cavi- 
ties, etc., due to the presence of Simonart’s bands 
(strands of adherent amnion). He states that club- 
foot, wryneck and other developmental defects are 
not uncommon in cases of oligohydramnios. 

The marginal placenta previa is probably the 
etiology of the very early premature rupture of the 
membranes in this case. 

The patient was questioned regarding medical or 
surgical attempts to produce abortion. She denied 
intervention of any sort and, knowing her fairly 
well, since we attended her during her previous two 
pregnancies, we feel that there is no reason to doubt 
her veracity. 

There is no doubt that the source of the fluid was 
the uterus as we saw it coming from the external os 
on several occasions. Microscopic examination of 
the fluid was negative. 

The fact that there was no prepartum or intra- 
partum evidence of endometritis, and the fact that 
the sac was not complete at delivery, indicates pre- 
mature rupture of the membranes rather than 
hydrorrhea gravidarum. The uterine contractions 
which occurred prior to and concomitant with the 
first appearance of watery vaginal discharge and at 
intervals thereafter, severe enough to necessitate the 
use of mild sedation and analgesics, would seem to 
indicate premature rupture of membranes and an 
irritable uterus. 

We believe that the exceedingly premature rup- 
ture of the membranes at 13 weeks gestation and 
the extremely long latent period of 147 days were 
the etiological factors in this case of arthrogryposis 
multiplex congenita. 

Summary 

1. The literature on premature rupture of the 
membranes is reviewed. 

2. A case is presented in which premature rup- 
ture of the membranes occurred at 13 weeks gesta- 
tion and 21 weeks before the onset of premature 
labor at 34 weeks. 

3. Congenital deformities in premature rupture 
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of membranes are rare, but this case of arthro- 
gtyposis multiplex congenita is believed to be due 
to the exceedingly premature rupture of the mem- 
branes and the prolonged period before the onset 
of labor. 

4. The present concept regarding premature rup- 
ture of membranes is that it is not a complication 
to be feared because prolonged labor, increased in- 
cidence of operative deliveries, injury to the fetus 
and infection of the mother or infant are not sig- 
nificant factors. 

5. The management of premature rupture of the 
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membranes is to prevent infection and await the 
onset of labor. 
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In general, physicians and laity alike believe pain 
resulting from kidney pathology is located in the 
respective flank. In most cases this is true. However, 
there are numerous instances in which renal lesions 
cause abdominal pain as well as gastro-intestinal 
symptoms, even to the point of resembling intestinal 
obstruction. The purpose of this paper is to present 
two cases of congenital defect of the kidney result- 
ing in abdominal pain. 

To fully understand these defects, a short sum- 
mary of the embryology of the kidney is necessary. 
The formation of the kidney begins in the fetal 
pelvis. As the fetus further develops, the kidney 
ascends to its normal position in the region of the 
first lumbar vertebra. It also rotates on its long axis 
so the renal pelvis comes to lie medially and facing 
slightly downward. 

Two excretory systems, the pronephros and 
mesonephros, are partially developed and discarded 
before the true kidney develops. The mesonephric 
ducts or Wolffian ducts remain, from which a small 
pouch or bud is produced. This bud elongates and 
comes into contact with the nephrogenic tissue, 
from which the glomeruli and convoluted tubules 
originate. The elongated bud becomes the adult 
ureter, renal pelvis, calyces, and collecting tubules. 

In the first case to be presented, the kidney did 
not ascend to its normal position, but remained in 
the pelvis. In the second case, the right kidney be- 
came fused with the left kidney, which drew the 
opposite kidney across the midline and upward as 
it ascended, both kidneys assuming positions on the 
left side of the body. 


Case Reports 
Case No. 1. W. F., 42, white male, complaining 


of right lower quadrant pain with radiation to the 
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Congenital Defects of the Kidney With Abdominal Pain 


John W. Warren, Jr., 


Wichita, Kansas 


M.D.* 


back, occurring two to three times per week for 16 
years. He had seen innumerable doctors and arrived 
in the office via the orthopedist and the general 
surgeon. A right inguinal hernia repair had been 
done in 1948 in a futile effort to alleviate the pain. 
There was no association with food or movement, 
but the pain was somewhat relieved by pressure over 
the lower abdomen or by lying with the right hip 
flexed. 

With the exception of the abdomen, the physical 
examination was normal. The hernial scar exhibited 
moderate tenderness. There were no palpable masses 
in the abdomen. 


A complete blood count was within normal 
limits. Urinalysis was normal, except for a trace 
of albumin and innumerable leukocytes. A kidney- 
ureter-bladder x-ray revealed some large irregular 
calcifications over the right ala of the sacrum. Intra- 
venous urograms disclosed a partial reduplication 
of the left kidney. The right kidney was not vis- 
ualized. Retrograde pyelograms showed the calcifi- 
cations to be renal stones lying in a right, ectopic, 
markedly deformed kidney (Figure 1). A trans- 
abdominal right nephrectomy was done on April 
26, 1951. His convalescence was uneventful and 
he has had no reappearance of the pain. 


Case No. 2. N. F., 17, white male, whose chief 
complaint was pain in the left lower quadrant. The 
pain was first noted at the age of seven. Occurrence 
of the pain was as frequent as every two weeks and 
would last approximately two days. The patient was 
able to palpate a mass in the left lower quadrant. 
The mass was. not present when he was free from 
pain. There was no radiation of the pain, which 
was severe enough to necessitate narcotics. There 
were no urinary symptoms other than the belief 
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that he voided more frequently than usual just after 
the pain subsided. 

Physical examination was normal, except for the 
abdomen. To the left of the umbilicus and extend- 
ing downward and laterally was a tender mass about 
10 inches in diameter. It was smooth and fixed. 
The abdominal wall was stretched tight, but was 
not splinted. Cystoscopy and retrograde pyelo- 
grams were done (Figure 2). The right kidney was 
fused to the lower pole of the left, and a uretero- 
pelvic obstruction had caused an immense hydro- 
nephrosis. The right kidney had been pulled to the 
left and lay on the left side of the body. The left 
kidney had been pushed upward and rotated so that 
the ureter originated from the upper lateral wall 
of the renal pelvis. The left kidney had a normal 
function, while the hydronephrotic right one was 
functionless. A transperitoneal nephrectomy was 
done on November 2, 1951, and the above diagnosis 
confirmed. His recovery was uneventful. When 
seen six weeks later he said he had had no recur- 
rence of pain. 

Discussion 
The above two patients serve to illustrate con- 


Figure 1. Right retrograde pyelogram revealing a deformed kid- 
ney on the promontory of the sacrum. 
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genital kidney defects as a cause of abdominal dis- 
comfort which in no way resembles a renal pain 
syndrome. The congenital defects themselves caused 
no symptoms. In one instance hydronephrosis and 
in the other hydronephrosis plus stones were the 
pathological entities which forced the patient to 
seek relief. As is the case in many obscure kidney 
conditions, one patient had had surgery performed 
for another lesion, prior to his ultimate diagnosis. 
The urinary tract must not be ignored in our diag- 
nostic effort to firid the cause of vague abdominal 
pain. 
Summary 

1. A short review of the embryology of the kid- 
ney has been presented. 

2. Two patients with congenital renal lesions 
causing lower abdominal pain have been discussed. 
This pain was not typical of a renal pain syndrome. 

3. A more thorough study of the urinary tract in 
patients with vague abdominal pain has been sug- 
gested. 


Figure 2. Bilateral retrograde pyelogram revealing the left kidney 
to be rotated laterally and pushed upward so the ureter enters the 
renal pelvis from the lateral aspect. The right kidney is a large 
hydronephrotic sac with the ureter entering it from above and 
laterally. 
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General Practice Today 
Paul Williamson, M.D.* 


Memphis, Tennessee 


One of the major problems facing American 
medicine today is the development of a sufficient 
supply of well trained family physicians. The public 
has made it clear time and time again that it wishes 
a renewal of the family doctor type of relationship. 
No legitimate complaint has been made about the 
quality of scientific medical care, but many justified 
complaints have been made about the lack of avail- 
ability of medical care in certain locations, and 
about the absence of the warm, human understand- 
ing which was so much a trademark of the family 
physician. 

Knowledge of this demand is not a new thing at 
all. Leading medical schools have for several years 
been exploring, somewhat tentatively, the possi- 
bility of expanding the training of physicians for 
general practice. It is unfortunately true that such 
expansion has been considered largely along the 
lines of increased scientific training. I believe that 
we all recognize that this is mot all that is needed. 

The majority of illnesses to which the human 
race is susceptible are clear-cut entities which are 
easily treated in routine fashion and nearly certain 
to respond to well known medication. The compli- 
cated, difficult case is rare. Usual among the prob- 
lems of the general physician and surgeon are those 
human problems that are frequent in all walks of 
life. The statement has been made often, and is 
certainly true, that warm, human understanding of 
an individual is more important than all the drugs 
and surgery at our command. This is true if one 
considers the statement as reflecting the importance 
of various therapies on the total picture of illness. 


Beyond question, the mechanistic physician is 
dying. A new era in medicine, an era that might be 
called the time of comprehensive medical care, is 
gradually coming into being. This comprehensive 
medical care, to me, simply means doing whatever 
is necessary to keep a person from feeling bad. As 
we look at medicine now, all too frequently the unit 
of practice is the acute phase of a single disease— 
a habit developed by training of many years. No 
physician who will consider his patients for a mo- 
ment would say that this is the proper way to treat 
them. Whether we care to admit it or not, most of 
our practice is psychosomatic. More man hours and 
man days are lost because of psychoneuroses than 
any other three diseases combined. Before being 
challenged on this statement, I would like to remark 
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that the prevalence of psychoneuroses approaches 
being 20 times that of any other disease, including 
the common cold. Psychoneuroses are crippling dis- 
eases in that they may last for years. 

Many times in talking to our students at the 
University of Tennessee, we oversimplify the prob- 
lem by telling them to forget terminology and to 
forget our efforts to be scientific about intangibles. 
We simply say that most of the trouble in the world 
is trouble with worried people. I believe this is true, 
and I have yet to talk to a general practitioner who 
does not agree, at least in part. 

The old country physician, the family doctor 
that the public seems to miss so much, was, by and 
large, an expert in dealing with worried people. 
With the emphasis of the last few years on organic 
pathology, much of this art of dealing with the 
tense and nervous person has been lost. One might 
go so far as to say that we have submerged our art 
in a sea of elixir phenobarbital. Quite naturally, the 
public resents this. 

I can remember the family doctor who took care 
of me in my youth. I think most physicians have 
such memories. In the light of sober consideration 
of later years, I don’t believe he knew very much, 
but he certainly knew how to handle children, and 
he made me feel better-when he came into my sick 
room. Such is the art of medicine. 

One learns to deal with people only by dealing 
with people. In offering medical training, we fre- 
quently put great emphasis on organic pathology. 
On the problem of taking one patient and studying 
him from tip to toe, the young men misplace their 
study emphasis. This is not to criticize in any way 
the scientific training given to physicians. I believe 
that the best trained group of men in the world 
today are those graduates of Class A medical schools. 
We must, however, be realistic and admit that our 
young men frequently have no knowledge of pa- 
tients as people. Such knowledge is the very core 
of the art of being a doctor. Until we can emphasize 
and re-emphasize to our students that patients are 
more important as people than as carriers of dis- 
ease, we are only partially training doctors. 

If the medical profession is to continue its up- 
ward climb, and if we are to gain some of the stature 
we have lost in the eyes of the public, we must first 
emphasize the making of good family physicians. 
We must, too, re-evaluate the individual practi- 
tioner’s status and convince him that patients as 
people are more important than disease. To do this 


we must begin in our medical schools to give young 
men more experience in dealing with masses of 
people. The out-patient department is the logical 
place to do this. 

Over half the medical schools in the United States 
are making some provision to study this problem, 
and many are attempting actively to meet it. No 
reasonable evaluation of our success in dealing with 
the problem will be available for several years, but 
one can say that many schools are on the right track 
and should be encouraged greatly by the family phy- 
sicians who are now in practice. 

Several agencies are attempting to evaluate and 
to help in re-educating the practitioner. Such work 
should be recognized by county medical societies 
and should be encouraged by the profession as a 
whole. When these things are done the people will 
offer approbation to the profession. There will be 
many more fine doctors and no fewer fine medical 
scientists. 

Of all the existing branches of medicine, general 
practice is now being considered more frequently, 
by leaders, as the field of medicine that is emerging 
in the forefront of development. For many years 
the general practitioner was considered simply the 
work-horse of the medical sciences. He was the man 
who carried the greater part of the load while the 
highly trained medical scientist was the man who 
developed all new concepts. 

This has changed somewhat in the past several 
years. We are now beginning to consider the gen- 
eral practitioner as a man with an opportunity to 
develop a completely new type of medical care. 
Many discussions of what we might call compre- 
hensive medical care are now under way. Most of 
us in the profession certainly feel that there has 
been too much emphasis on the single, individual 
disease and too little on the patient as a person. The 
only place that this situation can be attacked log- 
ically is in the general practice of medicine. 

Today, the family physician has an opportunity 
to expand his field to include all phases of this 
comprehensive medical care. The most interesting 
fact about this is that public demand has been 
strong for such medica] care. The psychosomatic 
aspect of disease is important and basically the con- 
sideration of the patienf asa person rather than as 
a carrier of disease is necessary. We believe that the 
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day may come when comprehensive medical care 
for the direction of medical problems lies in the 
hands of the general practitioner. We believe, too, 
that the day may come when the highly specialized 
physician subserves his true purpose as an expert in 
the obscure and difficult, when he assumes his true 
position as a splendid medical scientist, trained to 
consult with and aid in the medical care of any 
patient. 

As medicine is practiced now, we are grossly un- 
fair to specialized physicians. We have trained so 
many that there simply is not room for the specialist 
to subserve his true function. For example: in our 
own city of Memphis a young obstetrician, who 
might be forced to depend upon consultation or 
rare and difficult cases, could reasonably expect to 
make between $100 and $200 a year. In this situa- 
tion we find obstetricians competing with general 
practitioners for normal obstetric cases and quite 
frequently doing all the general practice that they 
can. This is not to be taken as a criticism of the 
specialist. It certainly is not his fault and is un- 
justly handled when he is forced by economic 
pressure to depart from his specialty and engage in 
general practice. 

With the specialty fields crowded and with the 
public demand for the return of the family physi- 
cian, nearly all opportunities for greater develop- 
ment of American medicine are ‘lying in the field 
of the family physician or the general practitioner. 
As his work expands and as he gains the concept of 
comprehensive medical care, we can expect a com- 
plete revolution in the type of rural medicine that 
is practiced in this country. 

In the past we have sometimes looked upon the 
rural practitioner as a benign old man who knows 
nothing and does little, scientifically, to aid his 
patients. It is quite probable that this concept may 
be right in many instances. Now we look upon him 
as a grossly over-worked middle aged gentleman 
who is well trained but who has no time at all to 
put this training into effect. That concept, I am 
sure, is right in far too many instances. 

To repeat, the greatest shortage in American 
medicine is a shortage of general physicians. The 
greatest opportunities in American medicine are 
opportunities to expand the field of interest to in- 
clude more comprehensive care of the patient. 
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Dear Doctor: 


We feel a bit like the Australian native who bought a new boomerang and then went 
crazy trying to throw the old one away. 


For some time now there has been a widespread feeling among the profession generally 
that the problem of socialized medicine at last was becoming a dead issue. In fact there 
have been some statements from high level sources to that effect. Other advices have 
called attention to the fact that only the scene of acivity has been changed and that the 
threat of greatest danger to the medical profession as regards this program and the 
socialization of the world generally is being made through the LL.O. 


The A.M.A. Journal of August 23 has a very fine editorial and other material on this 
probability, which should be must reading for every doctor of medicine. We urge you, 
if you possibly may have overlooked this, to check back and read it. It is absolutely nec- 
essary that every doctor be conversant with the inner workings of the I.L.O. in order 
that he may exert his influence at the proper time. These treaties which are called cove- 
nahts must be ratified by a two-thirds vote of the Senate only. That does not mean a two- 
thifds majority of the Senate but only a two-thirds vote of the members present. 


Some of the provisions of these covenants are vicious, to say the least, and if adopted 
would virtually set aside the constitution of the United States. It is not too early to let 
your senator know that you oppose such a program, and then follow with a continuing 
effort when the proper time comes, realizing that win, lose or draw as far as the national 
election is concerned we would be socialized in short order if the Senate missed the boat. 


There is another fly in the ointment which will have to be watched with equal interest. 
We refer to H.R. 7800 which is now P.L. 590 and is the law of the land. It is the dis- 
ability section of this act which is particularly objectionable. We have one more chance 
at that when the hearings come up again in July, 1953. Obtain a copy of P.L. 590, study 
it, and be prepared to write intelligently about it when the time comes. 


Socialized medicine then is not a dead issue. The very opposite is true. We must con- 
tinue our efforts if we expect to successfully oppose it. 
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Treaty Law 


A surprising and more than a little frightening 
prospect recently appeared on the national horizon. 
This nation faces socialism merely by the ratifica- 
tion of a simple treaty. Until now, the law of the 
land has been created in the Congress, but today and 
from this day forward America faces a continual 
threat that the ratification of a treaty will accom- 
plish what one Congress after another has decisively 
rejected. 

In all truth, a crisis does not appear imminent. 
Observers agree that this will not happen at pres- 
ent, but the machinery is assembled, awaiting now 
only the opportune moment when the switch will 
be thrown and operations begin. It is the future 
danger that presents the greatest hazard, a danger 
that will exist indefinitely, a danger requiring con- 
tinual vigilance. 

The International Labor Organization, known as 
the I.L.O., met in Geneva in June of 1952 and dur- 
ing this convention approved minimum standards of 
social security in nine fields: medical care, sickness 
benefits, unemployment, old age, employment in- 
jury, family, maternity, invalid and survivor bene- 
fits. The medical care section is socialized medi- 
cine, following the familiar pattern of compulsion, 
and all its trimmings. The major difference, if in- 
deed it would be different at all, is presented in two 
alternatives, should any nation reject the primary 
program. The first of these is insurance ( probably 
compulsory) through private companies but “ad- 
ministered by public authorities under established 


regulations.” The other, should this part fail, is 


again voluntary insurance administered by insurance 
companies but under government “supervision.” 
Coverage under any plan must be not less than 50 
per cent of the population. 

That and similar provisions for the other eight 
social security programs were adopted at this LL.O. 
convention, with the United States delegation favor- 
ing the motion over a minority objection. The 
United States sent four official delegates. Represent- 
ing government were Senator Murray (D. Mon- 
tana) and Assistant Secretary of Labor Philip M. 
Kaiser; representing labor was George P. Delaney, 
of the American Federation of Labor, and Charles 
P. McCormack, president of the McCormack Tea 
and Spice Company, was the employer representa- 
tive. They took with them 25 advisers. 

The action by the I.L.O. has now been submitted 
to 65 countries for ratification. In the United States 
a two-thirds action by the Senate is required, and 
it may be submitted at any time by the President or 
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the Secretary of State. This may be done at their 
pleasure. The issue is never dead. 

But that is still not the most hazardous part of 
the plan. The Geneva conference also included in 
its treaty that whenever any nation adopts four of 
its nine provisions, the entire program shall have 
been approved. The Senate might be given the rela- 
tively accepted story of unemployment benefits, 
survivor benefits, employment injury benefits and 
old age benefits, for example, approve those and 
suddenly learn this action has given the United 
States a system of socialized medicine by treaty, even 
though the subject was never discussed. 

It is true that the above paragraph is exaggerated 
because socialized medicine could not operate with- 
out appropriate legal machinery, but its approval 
could be obtained in this manner. And that danger 
is now present forever. It marks a new system of 
acquiring legislation in which established demo- 
cratic processes are replaced by totalitarian methods. 
This may result in many laws that the lawmakers 
had no intention of passing and, of course, creates 
a serious situation. 

But most frightening of all is the fact that the 
legislative branch of the United States government 
has permitted itself to be maneuvered into a posi- 
tion where treaty law is possible in the first place. 


The Government and Free Enterprise 


In the July issue of the Journal of the Kansas 
Medical Society an editorial appeared on the subject 
of “More Power from Niagara.” Although this had 
no bearing on medicine, it appeared to be of interest 
because of the fact that the government was issuing 
a threat to compete against private enterprise. It is 
true this was in the field of public utilities, but it 
involved a situation where private industry was 
perfectly willing to finance the project but could not 
cbtain permission from the fed2ral government to 
do so. In every previous federal power project some 
other factor such as reclamation, flood control or 
transportation was involved. Here the issue was 
electric power for public consumption and nothing 
else. 

It now appears that the privately owned electric 
power companies of the New York area are suc- 
ceeding in their struggle, but there is a sequel to 
this story which presents a comparable problem but 
along different lines. Again, it represents the fed- 
eral government invading the area of private enter- 
prise. And again it deals with electric power. 

The government proposes to construct a huge 
atomic energy plant somewhere in the eastern sector 
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of the middle west. Specifications declare that more 
than two million kilowatts of electric power will be 
required. This, we are advised, is as much as is 
generated within the entire state of Indiana and 
three times the amount supplied to the city of Wash- 
ington, 1). C. It is estimated that the construction 
of a power plant of this magnitude would cost 300 
million dollars. 

The Nation’s Business for September, 1952, car- 
ries a brief item advising that private companies 
have been offered the opportunity of building this 
plant. The government would then purchase the 
electricity therein produced, but only for a period 
of three years. Beyond that time, the government 
will make no further commitments. The next step 
in the negotiations is that the government refuses 
to permit private industry to amortize this cost 
within the three-year period. 

Free enterprise in the electric industry now faces 
the dilemma of investing one-third of a billion dol- 
lars in the construction of a plant that may operate 
only three years, during which time the initial cost 
would not nearly be repaid. Should industry refuse, 
government will step in under the guise of a na- 
tional emergency and declare that industry could not 
or would not supply the necessary power. In such 
an instance the government might well state that it 
has no alternative but to build the piant itself. 

This means of course that the doctor and every- 
one else in Kansas and in every other state will pay 
for the construction of this plant. Then, whether it 
is used three days or three years, the issue is of no 
consequence. In its telegraphic report of this situa- 
tion Nation’s Business closes the discussion with the 
following comment. 

“Private power people are told that’s the deal— 
if they don’t want it, don’t blame Government for 
going into the business. Last month private power 
companies were trying to figure out how to take the 
deal.” 


Grievance Committees 


The American Medical Association recently issued 
a pamphlet reporting on grievance committees. 
Following the meeting of the House of Delegates 
at Washington, D. C., in December, 1949, when that 
body recommended that all constituent medical asso- 
ciations form grievance committees, a considerable 
number of states have complied. At the present 
time the total is 42. Thirty-four have special com- 
mittees for this project alone and six, including Kan- 
sas, have assigned this function to the Council. That 
leaves only eight states at present which have not 
set up activities of this type, and four of those are 
currently in the process of getting this done. 

There is a wide variation of names used for a com- 
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mittee of this kind, of which the most popular is 
Grievance Committee. Among the others are such 
titles as Board of Advisors, Mediation Committee, 
Judicial Council, Public Liaison Committee, and 
Welfare Committee. In Kansas, as stated earlier, the 
Council performs this function and no specific name 
has been given. A further recommendation through 
the A.M.A. is that local committees be organized in 
each county medical society. Our state has made a 
beginning in this direction in that seven of 72 com- 
ponent societies now have organized grievance com- 
mittees. 

There is a well demonstrated need for work of 
this kind. The Kansas Medical Society regularly 
receives letters of complaint from patients. Where- 
ever possible, these are resolved through the local 
society. Where that cannot be done, the complaint 
is submitted to the Council. The basis of complaints 
against the medical profession varies considerably, 
but without question the majority result from a lack 
of understanding of physicians’ charges. In such in- 
stances the solution is easy when the physician sub- 
mits an itemized statement and explains to the 
patient the basis on which the charges are prepared. 
It is a rare instance where such effort has failed 
to justify the cost in the patient's mind. 


The physician’s failure to provide the type of 
service expected by the patient is the basis of fre- 
quent complaints. This involves a variety of prob- 
lems such as the difficulty experienced in obtaining 
a physician who will make a home call, the phy- 
sician’s apparent disinterest in the patient, and occa- 
sionally because of his inability to arrive on time for 
deliveries. A third and less frequent category in- 
volves the patient who is generally dissatisfied with 
the medical profession. Except for this last group, 
experience in Kansas has shown the average com- 
plaining patient to be sincere and willing to co- 
operate with any plan he believes to be reasonable. 
The third category is of course difficult under any 
consideration. 

The ultimate value of a grievance committee rests 
not only in solving the individual cases brought to 
its attention but in two other significant, if less 
tangible, areas. First of these is the public relations 
value of the satisfied patient. The patient with a 
grievance tells his story widely, and ultimately 
creates considerable ill will toward the medical pro- 
fession. Each instance of an aggrieved patient that 
is satisfactorily solved reverses that process. The 
second advantage is that the physician himself will 
quite readily cooperate with such a committee if it is 
sponsored by his own medical society. The net 
result from this factor is the reduction in causes for 
complaint. 

Therefore, the Kansas Medical Society again 
recommends to each component society that an active 
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and well organized grievance committee be formed. 
‘Experience has shown that a committee of this type 
should be advertised. There will be a few nuisance 
complaints, but that problem will be slight in con- 
trast to the good will that can be built for medicine 
through the profession’s cooperation in such projects. 


Oklahoma City Clinical Society to Meet 


The Oklahoma City Clinical Society’s annual four- 
day conference will be held this year from October 
‘27 through October 30. This conference, beginning 
in 1930, has become an outstanding meeting, and 
a larger attendance than ever is expected this year. 


The program of instruction, in which 17 well 
known guest speakers will participate, has been 
planned to interest all physicians, specialists and 
general practitioners alike. A list of the speakers 
may be found in an advertisement on Page 501 of 
this issue. Daily round table luncheons, first ini- 
tiated at the Oklahoma City meeting, will be held, 
and there will also be general assembly panel dis- 
cussions and clinical pathological conferences. 

The society has been authorized to make the fol- 
lowing announcement: “Upon recommendation of 
the Oklahoma Academy of General Practice, the 
Annual Fall Clinical Conference of the Oklahoma 
City Clinical Society is classified as a formal study 
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course by the American Academy of General Prac- 
tice. Academy members will receive credit for the 
actual hours of attendance toward the 50 hours of 
formal postgraduate study required every three 
years.” 

Physicians desiring assistance in making hotel 
reservations are asked to write the executive secre- 
tary of the society, 512 Medical Arts Building, 
Oklahoma City, Oklahoma. 


A new compound to control nausea and vomiting 
stemming from a wide range of ailments has been 
made available to the medical profession by Win- 
throp-Stearns, Inc., it was announced recently. 
Apolamine, the antiemetic, is designed to counteract 
various inciting factors and physiologic accompani- 
ments of nausea and vomiting. It is indicated in 
pregnancy, motion sickness, alcoholic gastritis and 
non-specific vomiting, anesthesia and radiation sick- 
ness, and vomiting due to pain relieving drugs, its 
makers indicate. The product is composed of Lumi- 
nal, atropine sulfate, scopolamine hydrobromide, 
benzocaine, riboflavin, pyridoxine hydrochloride and 
nicotinamide. 


The great physiologist, Claude Bernard, in 1854 
determined scientifically that sugar is more rapidly 
available for energy than any other common food. 


Niles A. Borop, Jr., M.D. 
U. S. Army Hospital 
Camp Carson, Colorado 
Herbert Bunker, Jr., M.D. 
U. S. Army Hospital 

Fort Riley, Kansas 

Joseph E. De Laurentis, M.D. 
Box 782 

Claflin, Kansas 
Charles C. Gilkey, M.D. 
1731 Clay Street | 
Topeka, Kansas ~ 
Charles R. Hopper, M.D. 
172 Artillery Loop 

Fort Sam Houston, Texas 
Charles A. Isaac, M.D. 

311 East 10th 

Newton, Kansas 

Edwin R. King, M.D. 
1708 First Street, N.W. 
Washington 1, D. C. 
Karl D. Kobler, M.D. 
Morland, Kansas 


2601 High 


Colby, Kansas 


Service Separations 


As a service to physicians and communities in this state desiring additional medical personnel, the 
Journal of the Kansas Medical Society will publish in this column each month the names of medical 
officers who will shortly be separated from the armed forces. These are men who volunteered from 
Kansas, and many of them will probably be interested in finding locations in this state. Anyone in- 
terested in contacting these physicians may write to the address here given. 


Harold Korner, M.D. 


Topeka, Kansas 


Robert Arthur MacNaughton, M.D. 
1426 West 20th Street 
Wichita, Kansas 


Warren William McDougal, M.D. 
1070 West 3rd Street 


James R. Nolan, M.D. 

205 South Bethany 

Kansas City, Kansas 

Walter J. Nowers, M.D. 

305 Handy Circle, Van Horne Park 
Fort Bliss, Texas 

Donald R. Pierce, M.D. 

1015 Polk Street 

Topeka, Kansas 

Melvin A. Porter, M.D. 

Dellvale, Kansas 

Joseph E. Seitz, M.D. 

Wakeeney, Kansas 


Robert L. Stevens, M.D. 
Oskaloosa, Kansas 


Rex Roger Taggart, M.D. 
3700 Cambridge 

Kansas City, Kansas 

Richard C. Tozer, M.D. 
Winter V.A. Hospital 
Topeka, Kansas 

John L. Weaver, M.D. 

4206 Prairie Lane 

Mission, Kansas 

Robert W. Weber, M.D. 

5641 Tahoe Lane 

Kansas City, Kansas 

Robert Weimer, M.D. 

206 Third Street 

Fort Leavenworth, Kansas 
George A. Westfall, Jr., M.D. 
Hertzler Clinic 

Halstead, Kansas 

Lyle E. Wonderlich, M.D. 
612 Eighth Street 
Concordia, Kansas 
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Case Reports From The University of Kansas 
Medical Center* 
Tumor Conference 


Carcinoma of the Rectum and Rectosigmoid 


Dr. Helwig: These cases are a commentary on 
the intelligence and vigilance of both patients and 
doctors. Each of these patients had a history of 
symptoms for over a year, and therefore have had 
their cancers much longer than that. The length of 
time which elapses nowadays between the onset and 
diagnosis of cancer of the colon or rectum has been 
considerably reduced so that it is disheartening 
when a routine examination is not done which, in 
at least two of these cases, would probably have re- 
vealed the malignancy in its early stages. 
Case No. 52-82 

E. C., a 52-year-old white woman, was admitted 
to the Medical Center for the first time on June 26, 
1952, with a history of rectal spotting for one year, 
which increased to frank bleeding three months 
before admission and was particularly severe for the 
last three weeks. On admission the patient com- 
plained of general fatigue and weakness. General 
physical examination revealed nothing considered 
abnormal, but sigmoidoscopy showed an ulcerating 
growth extending around the rectum approximately 
seven cm. inside the orifice. Laboratory studies 
showed an erythrocyte count of 4,250,000 and a 
hemoglobin of 11.8 grams. Treatment consisted of 
abdominal-perineal rectosigmoid resection. The post- 
operative course of the patient has been satisfactory. 

Dr. Orr. Had this patient been seen by a doctor 
prior to admission to the hospital? 

Dr. McCroskey: No, sir. She had not gone to a 
doctor until just a few days before coming here. 

Dr. Montgomery: On routine roentgenograms a 
sigmoid lesion will frequently not be demonstrated 
because it is hidden behind the rectal shadow. How- 
ever, spot films on this case showed the sigmoid 
deviated to the right instead of the left as usual, 
and the barium outlined a narrow channel with the 
characteristic sign of a sharp cut-off at both ends 
of the lesion. While not well recorded on film, it 
was strikingly shown fluoroscopically. 

Dr. Boley: The rectal biopsy taken at the time 
of sigmoidoscopy showed transition from normal 
epithelium to tumorous tissue. 


*Cancer teaching activities aided by a grant from the National 
Cancer Institute. 
**Trainee of the National Cancer Institute. 


Edited by Floyd R. Skelton, M.D.,** and Robert E. Stowell, M.D. 


Microscopic examination of the surgical specimen 
showed the ulcerated nature of the tumor and the 
fact that it had a rolled edge. A good deal of the 
significance, as far as the patient is concerned, lies 
in the fact that the tumor, though it compressed 
and thinned out the ‘muscularis, did not extend 
through the muscular layer. There was no invasion 
of blood vessels or perineural lymphatics, and there 
were no lymph node metastases. Even though this 
individual has gone for a period of one year, she 
has a fairly good prognosis. 

Dr. Orr: First, this case is interesting from the 
standpoint of diagnosis. Here is a patient who went 
a year, having noticed blood at intervals during that 
period, and did not see a doctor. Of what value is 
all our educational propaganda regarding cancer if 
patients are going to do that? Of course there are 
some who do not believe that we should have so 
much cancer propaganda, who feel that it unduly 
frightens people. Here’s an instance in which the 
patient would have been better off had she been 
frightened perhaps and had gone to a doctor earlier. 

What is the future of this case? It looks rather 
favorable, since no metastases were found. That 
does not mean of course that there may not be 
metastases. A years ago when this patient first had 
bleeding, perhaps this was a benign polyp or an 
early malignancy which might have been removed 
and the rectum saved. 

Some may ask why I didn’t save the rectum now. 


At the time of operation we debated whether we 


should do an anterior resection or a combined 
abdominal-perineal resection. However, the tumor 
was rather large, it almost surrounded the rectum 
at the rectosigmoid junction and it had become ad- 
herent to the serosa just above the peritoneal re- 
flection. Because of the duration and size of the 
tumor, and because it appeared to infiltrate the 
serosa, we thought it would be wiser to do a com- 
bined abdominal-perineal resection. 

Judd and Bellegie! review some of their cases in 
which anterior resections have been done, and show 
that the recurrence rate is higher when the tumor 
is seven or eight cm. from the anal orifice than it is 
when the lesion is several centimeters higher. Some 
believe that all high rectal tumors and tumors of the 
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rectosigmoid should have a combined abdominal- 
perineal resection. However, I think we can be a 
little more reasonable than that, and if one is ap- 
parently early, small, and there are no definite find- 
ings to indicate spread, I think we might do an 
anterior resection in such a case. 

Dr. Lilly: I think another point worth empha- 
sizing is the value of a sigmoidoscope. It is really 
an inexpensive adjunct to one’s armamentarium, and 
when you realize that 72 per cent of the lesions of 
the rectum and the colon can be encountered by 
fingertip, and 92 per cent of the tumors in the bowel 
can be found with the sigmoidoscope, it is evident 
that you are really doing a big service to the patient 
by looking into this very much neglected orifice. 

Case No. 52-83 

H. A. is a 67-year-old retired white farmer, who 
entered this hospital complaining of rectal bleeding. 
A year prior to admission he had had a two-week 
episode of passing small amounts of bright red 
blood per rectum. He had no further symptoms 
until about four months prior to admission, when 
he again began passing small amounts of bright red 
blood which persisted until shortly before admis- 
sion. Believing that he had hemorrhoids, he visited 
a rectal clinic, was told he had a high-lying large 
bowel polyp, and was referred to one of the staff 
medical doctors. Roentgen examination at that time 
revealed a large polyp with an irregular contour in 
the proximal sigmoid colon. 

Systemic review revealed no symptoms other than 
rectal bleeding. Physical examination showed a 
healthy elderly man with mild hypertension and 
slight tenderness in the left lower quadrant. Sig- 
moidoscopy revealed no distal rectosigmoid, rectal or 
anal abnormalities. His erythrocyte count was 
4,250,000 and his hemoglobin was 10.7 grams. 
Treatment consisted of sigmoidectomy with an end- 
to-end anastomosis. 

Dr. Orr: Had he seen a doctor prior to this pres- 
ent time? 

Dr. McCroskey: Not to my knowledge, Dr. Orr. 

Dr. Tice: In the direct line view there was a cir- 
cumscribed lesion resting high in the sigmoid, which 
looked like a large polyp with perhaps some in- 
vasion around the base. .k did not appear to be 
causing any particular obstruction. Did you see it 
on sigmoidoscopy, Dr. Orr? 

Dr. Orr: No, it was too high. 

Dr. Boley: The gross specimen was 23 cm. long 
and 5 cm. from its distal end a large polypoid mass 
that measured approximately 5 cm. by 4.5 cm. pro- 
jected 1.5 cm. from the surface. The microscopic 
section demonstrated the fungating tumor mass 
which gave the defect noted in the roentgenogram. 
It extended much deeper than most tumors of this 
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type, having passed through the submucosa and 
muscularis into the subserosa. Examination of the 
regional lymph nodes showed that the greater part 
of their substance was replaced by tumor, only a 
small amount of lymphoid tissue remaining around 
the rim. The metastases showed much more mucous 
secretion than the primary tumor. The prognosis is 
not as good in this case as in the preceding one. 


Dr. Orr: These polypoid carcinomas of the sig- 
moid are usually preferred by the surgeon because 
he can remove them without removing the rectum. 
There is danger, of course, of not removing enough. 
However, if there is much involvement of the ad- 
jacent lymph nodes it may be wise to remove the 
whole left colon, and the mesenteric artery with it. 
I didn’t think that was indicated in this case be- 
cause the tumor had not grossly infiltrated the serosa 
and actually felt like a polyp, although it is a little 
firmer to the touch than most polyps. 


Dr. Bly: There is a known correlation between 
familial multiple polyposis and cancer of the colon, 
a predisposition you might say. 

Dr. Lilly: It is also well recognized that in ul- 
cerative colitis there is a distinct predisposition to 
malignant degeneration in the colon, not only in 
one site but in several. I think the reports in the 
literature indicate that the unfavorable prognosis in 
such cases is due to the relatively late diagnosis. Too 
few people appreciate the predisposition to malig- 
nant change in ulcerative colitis. 

Dr. Helwig: One rather large series? showed that 
carcinoma was 100 times more frequent in chronic 
ulcerative colitis than in the general population, 
which is certainly sufficiently significant to at least 
make one aware of the possibility. 

Case No. 52-84 

A. F. is a 73-year-old white man who entered the 
hospital with a chief complaint of chronic constipa- 
tion for the past year. One year ago tenesmus and 
pain in the rectum were noted on bowel movements 
and there has been constant use of laxatives for the 
chronic constipation since that time. He has had 
some bleeding through the rectum and a weight 
loss of 23 pounds over the past year. A roentgeno- 
gram one year ago revealed a tumor low in the de- 
scending colon, which was later reported to have 
disappeared, only to reappear as a mass in the rec- 
tum. In January of this year he was hospitalized 
and at that time had several barium enemas. He has 
never had a rectal examination. 

Physical examination of this patient showed a 
large, fungating, irregular, indurated mass in the 
rectum, which appeared to occupy the entire rectal 
mucosa. Laboratory studies on admission showed 
an erythrocyte count of 2,500,000 and a hemoglobin 
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of 6.3 grams. Treatment consisted of a two-stage 
abdominal-perineal resection. 

Dr. Boley: The gross specimen consisted of 18 
cm. of the rectum and about 26 cm. of ileum that 
was attached to the tumor mass. The tumor itself 
was approximately eight by seven cm. and com- 
pletely encircled the rectum. There was extensive 
ulceration and, in the area where the ileum was 
attached, a f.stula extended into the ileum. Grossly, 
the tumor had invaded through the muscularis. 


Microscopically, the tumor was producing con- 
siderable mucus in some areas, while in others it 
showed the same pattern as both of the previous 
tumors and had extended through the muscularis 
into the subserosa. There was extension of the 
tumor into the ileum, with a good deal more in- 
flammatory change than one usually finds. There 
was no blood vessel and no perineural invasion in 
any of the sections. In addition, no metastases were 
found in any of the 27 lymph nodes examined, a 
fact which seems a little strange for carcinoma of 
the rectum. It is difficult to say what the prognosis 
would be in a tumor of this size, which has extended 


locally as much as it has without producing lymph’ 


node metastases. 

Dr. Friesen: This patient, as in the other cases, 
also has a history of one year’s duration; however, 
this patient had been seen by a physician at least 
six months prior to definitive treatment. During 
this six months’ period he had been hospitalized 


figure 1. thotomicrograph from case 52-84 showing the transi- 
tion from nor rectal mucosa to cancerous tissue. Note the rolled 
edge and undermining of the normal mucosa by tumor. 
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and had had four barium enemas in an effort to 
make the diagnosis. There had been no digital ex- 
amination of the rectum, according to the patient. 

Upon admission here there was evidence of 
weight loss and anemia, and he complained of pain 
in the rectum with little control of his bowels. He 
was unable to sit down comfortably. On digital ex- 
amination there was a large polypoid cauliflower- 
like lesion filling the rectum. 

At operation the tumor was extremely large, fil!- 
ing the entire pelvis, and was intimately attache: 
to the prostate and base of the bladder. It had alsw 
invaded a loop of the small intestine. This was re- 
sected en bloc. It was interesting to note that there 
were no lymph node metastases despite the large 
size of the tumor and the one year’s history, prob- 
ably indicating that cancer of the rectum may be a 
slow-growing lesion. It is known that cancer of the 
stomach is a slow growing tumor, and in some pa- 
tients whom I have studied,> the silent interval (the 
time during which cancer grows before it produces 
symptoms) was found to be around 22 months, so 
cancers of the stomach, and perhaps this is true of 
the rectum also, can grow for many months or even 
a year or two before symptoms assert themselves. 
In spite of long histories we must attempt to cure 
these people, and if cure is found not to be possible, 
perhaps palliation can be accomplished. 

Dr. Tice: The diagnosis of tumors in the rectum 
is made, of course, by either feeling or looking at 
them; in the sigmoid it is made by looking at them, 
while above that point the radiologist must visualize 
them. They offer a special problem in diagnosis 
since the lesions terminate abruptly on both sides. 
It is entirely possible to fill the colon with barium 
and not see the lesion. It becomes necessary to turn 
the patient to one side in order to bring out the 
hidden areas and thus visualize the lesion. 

Dr. Friesen: Occasionally repeated digital, sig- 
moidoscopic, and roentgenographic examination of 
the patient will not reveal a lesion despite the con- 
tinuance of bleeding by rectum. In such a case where 
a polyp or small carcinoma is suspected, exploratory 
laparotomy is strongly indicated as a diagnostic pro- 
cedure in order to determine the source of the con- 
tinued bleeding. 

Dr. Firminger: I would like to add one word of 
caution; that the attempt on the part of many people 
to preserve adequate sphincter control might be in 
error. In operative procedures for cure of carcinoma 
of the rectum the preservation of the anal sphincter 
should be entirely secondary in the mind of the 
operator. The primary consideration is curing the 
lesion; and if that means colostomy, it means a 
colostomy without compromise. It has been well 
shown that colostomies are not too bad except psy- 
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chically, and as soon as you are adjusted to them 
they are not too bad psychically. 
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BLUE SHIELD 


Variation in Medical Practice 


It is not the method of enrollment, it is not the 
people, it is not the hospitals nor their charges but 


medical practice which seems to be the major cause . 


of variation in the use of Blue Cross-Blue Shield 
services. This conclusion seems to be supported by 
a detailed study just completed on two counties in 
Kansas. The counties were similar in the follow- 
ing respects: hospital charges were approximately 
the same, the number of memberships studied was 
broad enough to afford a good basis of comparison, 
and only the employed group memberships in each 
county were studied. 

The Blue Cross loss ratio (per cent of income 
paid directly for hospital service) for the past three 
years in the two counties was as follows: 


County A County B 
93.47% 57.94% 
113.23% 65.36% 


The question naturally arose why two counties 
enrolled under very similar conditions should con- 
sistently demonstrate such wide differences in cost. 


A detailed analysis of the experience of the two 
counties during the first six months of 1952 was 
made. The outstanding result was that County A 
showed a much higher incidence in both medical 
and surgical cases. The overall medical cases per 
thousand contracts in County A totaled 184 as com- 
pared with 108 cases per thousand in County B. 
County A had 192 surgicak cases per thousand mem- 
bers as compared with 124 in County B. 

Further analyzing the cause of the wide differ- 
ence in medical cases, it was found that a large part 
of this difference occurred in the category of respir- 
atory diseases. County A showed an incidence of 
111 respiratory cases per thousand contracts as com- 
pared with only 35 such cases in County B. In other 
words, for each thousand contracts it was revealed 
that County A had over three times the rate of hos- 
pital admissions for respiratory cases as County B. 
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This difference would not be so significant were 
it not for the broad base of membership in the two 
counties, indicating that the figures were not in- 
fluenced by the fluctuation in small numbers of 
people. 

Similar wide differences in incidence were found 
in the surgical cases in the two counties. For. ex- 
ample, County A had 90 per cent more surgery for 
conditions of the digestive system than did County 
B, 85 per cent more operations on the genito-urinary 
system and nearly two-and-one-half times the inci- 
dence in injuries. 

To express this difference in terms of money, 
suppose that you were underwriting the cost of hos- 
pital care for a thousand people in County A and 
a thousand people in County B. On the basis of 
experience in the two counties, you would pay out 
$37,441 in hospital care in County A and $23,802 
in County B. 

Specific conclusions cannot be drawn from sta- 
tistical information. Statistics can be used only as 
a guide to further study and more detailed analysis. 
However, these wide differences in utilization seem 
to point rather conclusively to the fact that there is 
a wide variation in medical practice in various areas. 
The difficulty that prepayment plans have is that of 
adjusting rates to the utilization of the various areas 
in which they operate. Kansas Blue Cross and Blue 
Shield operate on a state-wide basis and charge 
members the same rates regardless of where they live. 
However, if there continues to be a trend of wide 
differences in medical practice, the organizations 
will be faced with the problem of adjusting rates 
according to the utilization of the different areas. 
Otherwise, commercial competition, which tailor- 
makes its rates to suit the area, will be able to under- 
price Blue Cross-Blue Shield in the most favorable 
areas. 

This information deserves the attention of the 
medical profession and should be followed to a 
much greater extent than the initial study has made 
possible. 


Seventy foreign engineers and scientists from 35 
nations throughout the world visited Parke, Davis 
and Company in Detroit recently, viewing latest 
techniques in the development and production of 
more than 1,000 different medicinals. The visitors 
included chemists, physicists, biologists, meteor- 
ologists, economists, architects, metallurgists, and 
electrical, mechanical, civil, chemical and construc: 
tion engineers. 

The group is part of the Massachusetts Institute 
of Technology’s 1952 foreign student project. The 
participants have received an all-expense-paid sum- 
mer of research and study at M.LT. 
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COMMITTEES FOR 1952-1953 


ALLIED GROUPS 


G. E. Kasseba' Chm., El Dorado; James J. Basham, Eureka; 
A. R. Chambers, Talis R. D. Dickson, Topeka; L. B. Gloyne, Kan- 
sas City; P. B. Leffler, Pittsburg; Harry G. C. Meek, 
Arkansas City; R. R. Snook, McLouth; W. peer, Osawatomie; 
F. E. Wrightman, Sabetha. 


ANESTHESIOLOGY 


H. J. Brown, Chr., Winfield; L. L. Bresette, Kansas City; H. H. 
Hyndman, Wichita; P. H. Lorhan, Kansas City; R. S. McKee, 
Leavenworth;; C. D. McKeown, Wichita; R. T. Parmley, Wichita; 
H. F. Spencer, Emporia; E. M. Sutton, Salina; F. C. Taggart, To- 
peka; M. M. Tinterow, Wichita. 


AUXILIARY 


C. T. Ralls, Chr., Winfield; J. A. Billingsley, Kansas City; 
M. A. Brawley, Frankfort; E. C. Bryan, Erie; J. E. Henshall, Os- 
borne; F. A. Moorhead, Neodesha; R. E. Pfuetze, Topeka; L. J. 
Schaefer, Salina; I. J. Waxse, Oswego; C. O. West, Kansas City. 


BLUE SHIELD FEE SCHEDULE 


A. A. Fink, . Pathology, Topeka; C. M. Barnes, General 
Practice, Seneca; W. L. Beller, Radiology, Topeka; P. D. Brown, 
Obstetrics and Gynecology, Salina; N. L. Francis, E.N.T., Wichita; 
G. F. Gsell, Eye, Wichita; A. G. Isaac, Urology, Newton; Dwight 
Lawson, Blue Shield, Topeka; W. O. Martin, Anesthesiology, To- 
peka: aS Rombol!d, Orthopedics, Wichita; E. J. Ryan, Internal 
Medicine, Emporia; L. L. Saylor, Surgery, Topeka. 


BLUE SHIELD RELATIONS 


L. F. Glaser, Chr., Hutchinson; J. O. Austin, Garden City; O. R. 
Cram, Larned; A. J. Horejsi, Ellsworth; M. D. McComas, Jr., Con- 
cordia; G. E. Manahan, Lawrence; L. K. Nix, Wichita; F. L. Smith, 
Jr., Colby; H. F. Spencer, Emporia; O. H. True, Hays; E. T. Wulff, 
Atchison; R. S. Young, Fort Scott. 


CHILD WELFARE 


Mary S. Boyden, Chr., Lawrence; J. D. Beck, Topeka; D. 
pons Emporia; T. C. Hurst, Wichita; G. M. Martin, FM 

N. Medearis, Kansas City; R. A. Nelson, Wichita; E. G. Pad: 
held Salina; Jack V. Sharp, Arkansas City. 


CONSERVATION OF EYESIGHT 


O. Howard, Chr., Wichita; E. E. Anderson, Kansas City; 
B. Ashley, Topeka: Bryant, Coffeyville; R. E. Cheney, 
Salina; A. M. Dougherty, Dodge C C. H. Fain, Pittsburg; Glen 
Floyd, Winfield; J. EB. Hill, Cay; 
Toveka; D. T. Loy, os Bend: H. E. Morgan, Newton; 
Trimble, Emporia; K. W. Stock, Topeka. 


CONSERVATION OF HEARING AND SPEECH 


L. B. Spake, Chr., ey City; C. W. Armstrong, Salina; N. L. 
Francis, Wichita; J. Johnson, El Dorado; C. R. Kempthorne, 
Manhattan; E. E. dealt, Pittsburg; M. J. Rucker, Sabetha; 
Stone, Hutchinson; C. L. Woodhouse, Wichita. 


CONSTITUTION AND RULES 


A. W. Fegtly, Chr., Wichita; W. Hays; H. 
Haskins, Kingman; J. . Jenson, Colby; M O. Steffen, Great Beni 


CONTROL OF CANCER 


K. E. Voldeng, Chr., Wellington; J. P. Berger, Wichita; A. A. 
Fink, Topeka; J. Hovorka, Emporia; W. J. Kiser, Wichita; 
M. V. ae Kansas City; C. H. Miller, Parsons; O. é Prochazka, 
Liberal; D. C. Reed, Wichita; R. H. Riedel, Topeka; C. D. Snyder, 
Winfield; R. E. Sneirs, Dodge City; R. E. Stowell, Kansas City; 
 % oe Independence; J. F. Thurlow, Hays; G. M. Tice, 
Kansas City; H. M. Wiley, Garden City; L. E. Vin Zant, Wichita. 


CONTROL OF TUBERCULOSIS 


W. G. Rinehart, Chr., Pittsburg; A. L. oo Wichita; Andre 
Baude, Topeka; F. E. Bishop, Atwood; H. L. Bogan, Baxter Springs; 
R. 1. Canuteson, Lawrence; H. L. Hiebert, Topeka; R. H. Moore, 
Lansing; H. P. Palmer, Scott City; L. E. Strode, Girard; C. 
— Norton; F. A. Trump, Ottawa; C. J. W. Wilen, Man- 


EMERGENCY MEDICAL CARE 


Donald P. Trees, Chr., Wichita; W. H. Algie, Kansas City; 
R. M. Carr, Junction City; R. W. Fernie, | Hutchinson; G. F. Gsell, 
Wichita; G. W. Hammel, El ae F. X. Lenski, Sr., Iola; J. M. 
Mott, Topeka; M. Snyder, Salina; V. A. Vesper, Hill City; W. G. 
Weston, Arkansas City 


ENDOWMENT 
J., W. Randell, Chr., Marysville; F. K. Bosse, Atchison; G. H. 


Jackman, Cimarron; E. H. Terrill, Wichita. 


EXECUTIVE 


W. F. Bernstorf, Chr., Winfield; C. H 
Pyle, Topeka; J 


. Benage, Pittsburg; L. R. 
L. Lattimore, Topeka; D. D. Vermillion, Goodland. 


EXPERT TESTIMONY 


. E. Joss, Chr., Topeka; E. J. . Wichita; J. L. Lattimore, 
Topeka; J. W. Spearing, Columbus; E. M. Sutton, Salina. 
HISTORY 
Gulick, Goodland; E. 


R. R. Melton, Chr., 
Haskins, Kingman; C. S. Huffman, Columbus; Alfred O Danell 


Ellsworth; O. D. Walker, Salina. 


HOSPITAL 


C. Armitage, Chr., Hutchinson; P. Belleville: 

E. Pratt; A. P. Cloyes, El Dimond, 
es. City; E. R. Gelvin, Concordia; J. A. Howell, Wellington; 
oO. W. Longwood, Stafford; R. M. Owensby, —— G. E. Paine, 
Hutchinson; H. C. Sartorius, Garden City; F. C. Shepard, Clay 
Center; C. M. Smith, Sedan. 


INDUSTRIAL MEDICINE 


J. A. Grove, Chr., Newton; H. O. Anderson, Wichita; J. L. 
Beaver, Wichita; W. A. Grosjean, Winfield; C. W. Hall, Hutchin- 
son; J. G. Hughbanks, =e E. S. Miller, Kansas City; 
Kansas City; R. . Urie, Parsons; M. A. Walker, 
Kansas City; F. N. White, Russell. 


INSURANCE 


B. A. Nelson, Chr., Manhattan; D. H. Macrae, Topeka; M. B. 


Miller, Topeka. 
MATERNAL WELFARE 


D. E. Gray, Chr., Topeka; F. A. Allen, Newton; P. D. Brown, 
Salina; L. A. Calkins, Kansas City; H. C. Clark, Wichita; H. M. 
Floersch, as City; R. G. Heasty, Manhattan; G. M. Martin, 
S. O'Donnell, Ellsworth; R. A. Schwegler, Lawrence; 
R.A Wichita. 


MEDICAL ASSISTANTS 


A. E. Hiebert, Chr., Wichita; K. J. Bierlein, Pittsburg; E. J. 
Grosdidier, Kansas City; J. A. Holmes, Lawrence; R. R. Preston, 


Topeka. 
MEDICAL ECONOMICS 


B. Nelson, Chr., Manhattan; C. M. {iieesee. Dodge City: 
J. N. Sisal: Hutchinson; A. W. Butcher, Wakefield; T. Dechairo, 
Westmoreland; R. L. Gench, Fort Scott; D. H. Macrae, Topeka; 
G. E. Milbank, Wichita; M. B. Miller, Topeka; C. V. Minnick, 
Junction City; L. S. Nelson, Je nee P. A. Petite, Paola; E. L. 
Robinson, Independence; R. Sohlberg, Jr., McPherson: LeRoy Shep- 
herd, Larned; H. L. Songer, Lincoln. 


MEDICAL SCHOOLS 


G. G. Whitley, Chr., Douglass; R. G. Ball, Manhattan; C. D. 
Behrhorst, Winfield; O. W. age fey Kansas City; H. W. Day, 
Kansas City; Eddy, Hays; C. A. Gripkey, Kansas City; A. C. 
Hatcher, Wellington; Cedarvale; A. L. Hilbig, Lib- 
eral; V. H. ane, Baldwin; R. H. ior Wichita; R. C. 
Polson, Great Bend; M. J. Renner, Goodland; R. E. White, Garnett. 


MENTAL HEALTH 


L. W. Hatton, Chr., Salina; A. J. Adams, Wichita; e L. Drake, 
Wichita; D. B. Foster, Topeka; T. L. Foster, Halstead; F. Free- 
man, Topeka; Mary T. Glassen, Phillipsburg; E. D. Greenwood 
Topeka; C. C. Winfield; if Kurth, 
Menninger, Naramore, Larned; W. F. 
Kansas City; D. R. Wall, Wichita; M. E. Wright, ale 


NECROLOGY 


J. F. Gsell, Chr., Wichita; J. D. Colt, Sr., Manhattan; G. M. 
Gray, Kansas Ci ity. 


NOMINATING 


St. Francis; W. P. Callahan, Wichita; N. E. 


-J. H. A. Peck, Chr., 
Tihen, 


Melencamp, Dodge City; W. M. Mills, Topeka; H. N. 
Wichita. 


POSTGRADUATE STUDY 


H. H. Jones, Chr., Winfield; C. M. Barnes, Seneca; M. H. 
Delp, Kansas City; L. E. Filkin, Concordia; E. L. Mills, Wichita. 


PUBLIC HEALTH AND EDUCATION 


Miller, Chr., Wichita; T. P. ny Emporia; W. M. 
Cole, Wellington: C. C. Hunnicutt, A. 
Kansas City; L. W. Reynolds, Hays; D. appen, Topeka; R. 


Watterson, McPherson, M. W. Wells, Wintic 
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PUBLIC POLICY 
J. L. Lattimore, Chr., Topeka; and others. 


RURAL HEALTH 
J. H. A. Peck, Chr., St. Francis; L. E. Beal, Fredonia; F. H. 
Huckmaster, Elkhart; I. R. Burket, Ashland; D. C. Chaffee, Abilene; 
. G, Claypool, Howard; J. Cc, Sram, Sterling; J. T. Fowler, Osa- 
-atomie; L. G. Glenn, Protection; H. L. a Hutchinson; A. J. 
lorejsi, Ellsworth; R. E. Jordan, Holton; J. F. Nienstedt, Beloit; 
Corbin Robison, Hoisington; E. A. Smiley, Junction City. 


STORMONT MEDICAL LIBRARY 
W. L. Valk, Chr., Kansas City; E. Beebe, Olathe; E. L. Kalb- 
Jeisch, Newton; E. B. McKnight, Alma; Roy Moser, Holton; C. M. 
Nelson, Oberlin; A. K. Owen, Topeka. 
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STUDY OF HEART DISEASE 


P. W. Morgan, Chr., Bapedes D. R. Bedford, Topeka; P. M. 
Clark, Jr., Independence; K. L. Druet, Salina; C. W. Erickson, 
Pittsburg; L. H. Leger, Kansas City; F. J. McEwen, Wichita; G. L. 
Norris, Winfield; L. O. Peckenschneider, Halstead; J. M. Porter, 
Concordia; R. H. Riedel, Topeka; D. C. Wakeman, Topeka. 


VENEREAL DISEASE 
E. Neptune, Chr., Salina; M. L. Bauman, Wichita; W. Mau, 
Torcks: G. S. Voorhees, Leavenworth; V. M. Winkle, Topeka. 
VETERANS ADMINISTRATION AFFAIRS 


Spencer Fast, Chr., Atchison; R. E. Capsey, Centralia; E. R. Hill 
Lyons; Kenneth Hunter, Lebo; M. W. Hall, Wichita. 


ACTIVITIES OF MEMBERS 


Dr. Frank Lenski, Iola, announces that his daugh- 
‘er, Dr. Marita Scimeca, is now associated with him 
in practice. Dr. Scimeca is.a graduate of the Uni- 
versity of Kansas School of Medicine and recently 
completed her internship at St. Mary’s Hospital, 
Kansas City, Missouri. 

* * * 

Dr. D. S. Roccaforte, Hanover, was recently com- 
missioned a first lieutenant in the Air Force Re- 
serves and expects to be called to a two-year term 
of duty this fall. 

* * * 

The Eddy Clinic, Hays, announces that Dr. Glen 
C. Hutchison is now a member of its staff and will 
practice general medicine. Dr. Hutchison was grad- 
uated from the University of Kansas School of 
Medicine, served his internship in the U. S. Navy 
Hospital at St. Albans, New York, and served a 
general practice residency at St. Luke’s Methodist 
Hospital, Cedar Rapids, Iowa. 

* * * 

Dr. A. Mary Hayden, Fredonia, is now touring 
Europe with a group of women physicians. The 
tour, with stops in England, the Netherlands, France, 
Switzerland, Germany and Austria, is sponsored by 
the Medical Women’s International Association. 

* * * 

The Cook County Graduate School of Medicine, 
Chicago, announces that Dr. Edgar H. Beahm, In- 
dependence, and Dr. N. C. Siebert, Wichita, were 
enrolled for postgraduate courses last month. 

* * * 

The Randles Clinic, Fort Scott, announces that 
Dr. Albert M. Ridlon, who was a 1951 graduate of 
the University of Kansas School of Medicine, is 
now a member of the staff. He recently completed 
his internship at St. Mary’s Hospital, Kansas City, 
Missouri. 

* * * 

Dr. John A. Holmes, Lawrence, has announced 
that he is leaving his Kansas practice to become 
medical director of the Corning Glass Works, Corn- 


ing, New York. He began his new work on Octo- 
ber 7. 
* * * 

Dr. William Kenneth Smith, who has been prac- 
ticing in Sedan for the past three years, announced 
recently that he is moving to Clermont, Florida, to 
open an office there. 

* * * 

Dr. Frederick P. Wolff, Pratt, who is a member 
of the naval reserve, received word recently that 
he will soon be recalled to active duty. 

* * * 

Dr. Vernon L. Weeks, Arkansas City, has been 
named civilian consultant for the medical services 
at Wichita Air Force Base. 

* * * 

Dr. Ralph R. Clutz, Bendena, was the subject of 
a feature story published in the Kansas City Times, 
September 18. Dr. Clutz has completed 50 years of 
practice in Bendena. 

* * * 

Dr. Robert N. Shears, Hutchinson, has received 
word that he will soon be recalled to active duty 
with the Navy, probably in November. 


In 1930, the pharmaceutical industry was realiz- 
ing annual sales of less than 150 million dollars; 
the surgical supply industry (including surgical 
and medical supplies, and surgical appliances and 
supplies) had annual sales of less than 65 million 
dollars. That was in 1930. 

Twenty-one years later, in 1951, the pharmaceuti- 
cal industry realized sales of over 726 million dol- 
lars. That’s a five-fold increase! Last year, the sur- 
gical supply industry had sales of over 360 million 
dollars. That’s an increase of five and a half times! 
-—B. W. Carey, Director, Lederle Laboratories, ad- 
dressing American Surgical Trade Association. 


In Detroit, a five-year program for the control of 
tuberculosis cost $200,000 a year, and saved $1,- 
400,000 a year in sanatorium costs alone-—The Cost 
of Sickness and the Price of Health, WHO Mono- . 
graph Series, No. 7, 1951. 
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Senior Thesis from the University of Kansas Medical School* 


The Effect of Hyperventilation on Cerebrovascular Physiology 
William Arthur** 


Kansas City, Kansas 


If a new drug were to be introduced which pro- 
duced even a fraction of the changed physiology 
that occurs during hyperventilation, there would be 
great argument about its therapeutic usefulness.>° 
The dominant actions of such a drug would be 
studied assiduously. Side effects would be discussed 
along with questions of individual susceptibility. 
Toxicology and appropriate dosages would be se- 
riously considered. 

The physician reading an_ electrocardiogram 
would want to know if the patient had been taking 
this drug. Psychiatrists would find some patients 
who were able to reach a borderline adjustment 
prior to taking the drug being totally unable to cope 
with their problems until the drug was discontinued. 
It is even possible that the question of addiction to 
the drug would arise. Neurologists would note 
electroencephalogram changes, and the drug would 
be used diagnostically to precipitate epileptic pat- 
terns. Some patients there would be, inevitably, 
who would have to be desensitized before the drug 
could be used in full dosage. 

Of course no such new drug has been discovered. 
Nor is there likely to be a search for such an agent. 
However, recent work on cerebral physiology has 
shed new light on the marked changes which occur 
during hyperventilation itself. This paper then, if 
a certain loose usage may be allowed, is a study of 
the pharmacology of hyperventilation. 


Clinical Hyperventilation 

The term hyperventilation implies excessive res- 
piration with an increased’ loss of carbon dioxide 
from the blood. This may follow increased respira- 
tory rate, depth, or both. Hyperventilation occurs 
clinically due either to psychogenic factors, or to 
organic diseases of the central nervous system. Dur- 
ing an emotional situation the patient with this 
“sighing dyspnea”® will want more air than he can 
get, and he will attempt to gulp down more, faster. 
For centuries, the association of hyperventilation 
with marked emotional and mental disturbances has 
been recognized.'© Since the turn of the present 
century, the physiologic background of these men- 
tal and emotional changes has been explored. It has 
been shown that this disturbed physiology affects 
the heart, the lungs, the nervous system, and the 
circulatory system. 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 judged the best by the faculty 
of the University of Kansas School of Medicine. 

**Senior Student, University of Kansas School of Medicine. 


During hyperventilation there are electrocardio- 


graphic changes which resemble those of coronary 
insufficiency.*>» 7 The tetany which is produced 
must be differentiated from that of hypocalcemia. 
There is a slowing of the electroencephalogram 
during hyperventilation, and epileptic convulsions 
may be precipitated in susceptible persons. The 
mental confusion resulting from hyperventilation is 
severe, and the marked behavioral changés must be 
differentiated from those produced by brain dam- 
age and by psychotic states. In a patient with organic 
brain disease, or a cerebral vascular accident, the 
changes due to hyperventilation are superimposed 
upon the changes due to the existing pathology. 


More frequently, however, should the symptoms 
be less disabling, the patient may react to his strange 
experience of numbness, tingling, and mental con- 
fusion with considerable fear and anxiety. In view 
of the clinical signs of cerebral anoxia due to hyper- 
ventilation alone, the importance of the recent work 
on cerebrovascular physiology becomes obvious. 


Experiments on Normal Persons 


Kety and Schmidt introduced the nitrous oxide 
method for determining cerebral blood flow in 
1945.22 This made possible a large number of ex- 
periments showing the changed physiology during 
hyperventilation. One of the results of this method 
has been the demonstration of the marked decrease 
in cerebral blood flow during forced breathing. 
Correlated with other recent work, an interpretation 
of the changes in hyperventilation based on dem 
onstrable physiologic changes becomes possible. 

An understanding, on the part of the patient 
that the effects of hyperventilation occur in per- 
fectly normal persons would do much to alleviate 
the anxiety associated with the hyperventilation 
syndrome. This would leave only the symptoms due 
to the physiologic changes. It is the mechanism of 
this disturbed physiology which we wish to explore, 
particularly as it affects the cerebrovascular system. 

Factors Controlling Cerebral Circulation 

The important controlling mechanisms of cere- 
bral circulation are those which affect the cerebral 
vessels intracranially. The cerebral circulation is, of 
course, also subject to changes in systemic and pul- 
monary circulation. The arterial pressure head to 
the brain, the amount of resistance to flow of blood 
through the brain, and the venous return from the 
brain all interact to govern cerebral blood flow. 
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During hyperventilation there is considerable flux 
in the general circulation. The pooling of blood in 
the pulmonary circuit,! the action of the thoracic 
pump,!> and the tachycardia are all examples of 
changed physiology in the circulatory system when 
hyperventilation occurs. Changes in cerebrospinal 
fluid pressure, and in the viscosity of the blood, also 
affect the circulation through the brain. 

However, the homeostatic mechanisms which 
maintain a relatively constant blood flow, tend to 
insure an adequate head of pressure to the cerebral 
circulation. Examples of such mechanisms are the 
carotid sinus reflex and the cerebral control of 
peripheral vascular tone. The intracranial pressure 
docs not embarrass the cerebral circulation until a 
critical level of about 450 mm. of water is reached.”° 
The venous return from the brain is provided by 
such an ample number of communicating channels 
that occlusion of one or another is not usually a 
source of embarrassment.!§ 

Therefore, even during hyperventilation, the flux 
in systemic and pulmonary circulation has relatively 
little effect on cerebral blood flow under the usual 
circumstances. The changes in cerebral blood flow 
are governed then, by the change in the vascular 
resistance which occurs within the brain. This is 
true as long as a critical minimum level of systemic 
blood pressure is maintained.'® 


Cerebral Vascular Resistance 

The concept of cerebral vascular resistance im- 
plies that as the cerebral vessels become narrower, 
more systemic pressure is required to produce a con- 
stant blood flow. Or, from another point of view, 
as the resistance to blood flow rises, then cerebral 
blood flow decreases as long as the systemic blood 
pressure remains constant. Cerebral vascular re- 
sistance then, is calculated by dividing the systemic 
blood pressure by the cerebral blood flow. 


_ Method of Measurement 

Of the various methods of measuring cerebral 
blood flow, the nitrous oxide method has recently 
drawn considerable attention. The subject breathes 
a non-anesthetic mixture of nitrous oxide. This gas 
goes into the blood in the lungs and is carried to 
the brain in the systemic circulation. Part of the 
gas is left in the brain so that, the venous jugular 
blood initially contains less nitrous oxide than does 
arterial blood. By appropriate determinations and 
calculations, the cerebral blood flow per 100 grams 
of brain tissue can be calculated. A mean value for 
cerebral blood flow of 54 cc. per 100 grams of brain 
tissue per minute has been established by this 
method for normal young men.?4 

Once the cerebral blood flow is known, the cere- 
bral vascular resistance can be calculated. The 
cerebral vascular resistance, in turn, depends upon 
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all of the factors which may change the caliber of 

the cerebral vessels. The factors which have the 

most influence on the caliber of cerebral vessels are 

the chemical constituents of the blood. 

The Influence of Oxygen, Carbon Dioxide, and Blood pH 
on the Cerebral Circulation 

As hyperventilation produces a change in the 
blood carbon dioxide tension, resulting in alkalosis, 
it is necessary to consider the effect of this change 
on the cerebral circulation. 

Inhalation of a mixture containing 10 per cent 
oxygen produces an increase in cerebral blood 
flow.?> On the other hand, oxygen inhaled in con- 
centrations of from 85 to 100 per cent reduces 
cerebral blood flow. These changes in the vascular 
resistance imply a change in the caliber of the 
cerebral vessels. 

Carbon dioxide inhaled in concentrations of from 
5 to 7 per cent produces an increase in the cerebral 
blood flow. Conversely, a decrease in blood carbon 
dioxide produced by hyperventilation reduces cere- 
bral blood flow. 

The cerebral vasoconstriction produced by hyper- 
ventilation may be due entirely to the alkalosis 
which accompanies the lowered carbon dioxide ten- 
sion. Patients in diabetic coma, in whom acidosis 
exists along with decreased carbon dioxide tension, 
respond with cerebral vasodilation. This suggests 
that during a change in the carbon dioxide of the 
blood, it is the blood pH alone which is responsible 
for the change of tone of the cerebral vessels.!® 


Chemical Changes During Hyperventilation 


In normal persons the alveolar pCOz, and there- 
fore the pCOsz of the arterial blood, is about 40 mm. 
of mercury.>° Hyperventilation can reduce the car- 
bon dioxide tension of the alveolar air to about one- 
half of the normal value.© This lowers the carbon 
dioxide tension of arterial blood, and increases the 
arterial blood pH. This change in blood pH is due 
to blowing off of the volatile acid component of 
the bicarbonate buffer system, leaving a relative 
excess of bicarbonate.® 

The compensatory mechanisms which eventually 
restore the 20:1 ratio of bicarbonate to acid do not 
prevent the immediate effects of hyperventilation. 
One of these immediate effects is a marked con- 
striction of cerebral vessels, and cerebral blood flow 
is reduced by one-third.?3 

Hyperventilation and Oxygen Uptake 

One of the startling results occurring during this 
process was shown by measurements of cerebral 
oxygen uptake. Even when cerebral blood flow is 
markedly reduced by hyperventilation, and when 
clinical signs of cerebral anoxia are demonstrable, 
measurements show that cerebral oxygen consump- 
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tion is actually increased.!* This phenomenon will 
be discussed along with the relationship of cerebral 
blood distribution to brain cell metabolism. It re- 
mains, however, that cerebral vasoconstriction is 
one of the most important results of hyperventila- 
tion. 

Hyperventilation and Tetany 

The total calcium of the blood does not change 
during hyperventilation. However, the increased 
alkalinity of the blood may lower the available or 
ionized calcium of the blood.?9» © The patient no- 
tices a sensation of tingling which begins peripher- 
ally in the tactile fibers. This is followed by a 
feeling of tension as the activity spreads to other 
afferent fibers. About the same time fasciculation 
occurs as the activity reaches the motor fibers. 
“Direct excitation of the motor nerve fibers pro- 
duces the motor discharge in tetany.”?7 

Neurogenic Influences on the Cerebral Circulation 

Hyperventilation, as seen in patients, is frequently 
associated with anxiety and neurotic states. As the 
total organism is involved in the emotional response 
to the symptoms of hyperventilation, a consideration 
of neurogenic and of hormonal influences should 
be taken up. 

The effect of neurogenic control on cerebral cir- 
culation has long been the subject of much con- 
troversy and speculation. Conflicting theories are 
due mainly to the discrepancy between anatomical 
and physiological findings. Anatomically, the cere- 
bral vessels are supplied with symptomatic and 
vasodilator fibers. Physiologically, the ability of 
these elements to produce significant caliber change 
in the cerebral vessels of man has been questioned. 


According to Forbes, stimulation of the cervical 
sympathetic fibers will cause some vasoconstriction 
in the pial vessels of animals.'! In man, however, 
this mechanism is weak if present at all.!° 


Pickering questions the ability of the thin walled, 
weakly muscled cerebral vessels of man to react 
strongly to constrictor stimuli.?8 Even in the animal 
experiments, the constriction of the pial vessels is 
insignificant compared with the constriction of skin 
vessels.1! Epinephrine applied locally to the ani- 
mal’s cerebral arteries results in slight constriction. 
Intravenous injection of epinephrine, however, raises 
the systemic arterial pressure and the pial arteries 
are passively dilated in animals.!! 

Elsewhere in the body of man, where the vascular 
tone is known to be under the control of the sym- 
pathetic nervous system, there is considerable varia- 
tion of blood flow. The relative constancy of 
cerebral blood flow, on the other hand, would be 
evidence against any considerable sympathetic 
nervous system control of cerebral vascular tone.>! 
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Further, procaine block of the stellate ganglion 
apparently produces no relaxation of cerebral vess«ls 
that can be measured in terms of increased cereb-al 
blood flow.!4 The evidence cited indicates tliat 
whatever the effect of neurogenic mechanisms on 
cerebral blood flow, they ‘are insignificant when 
compared to the striking effects produced by the 
chemical blood substances.'8 


Physiologically therefore, the considerable charge 
in cerebral blood flow during hyperventilation «an 
be measured and logically attributed to cerebral 
vasoconstriction.2> These physiological findings co- 
incide with the clinical evidence of cerebral anoxia. 
It is the changed blood chemistry, however, and not 
the neurogenic influences, that produces the changed 
physiology during hyperventilation. 

Hormonal Influences 


Hormonal influences on cerebrovascular tone 
have been postulated to explain the generalized 
vasoconstriction in essential hypertension. The 
hypertension could arise first by a constriction of 
cerebral vessels. Then the systemic pressure would 
increase secondarily to overcome the elevated cere- 
bral vascular resistance and insure adequate blood 
supply to the brain.!? No significant increase in 
systemic blood pressure occurs during the increased 
cerebral vascular resistance of voluntary hyper- 
ventilation. These events in essential hyperten- 
sion are therefore attributed to hormonal control.!® 


This mechanism has been suggested in view of 
the weak sympathetic tone of the cerebral vessels. 
Hypertensive patients require twice the systemic 
blood pressure to produce the same flow of blood 
through the brain as required in the normal brain.'? 
For this reason, among others, the indiscriminate 
use of powerful hypotensive agents can be dan- 
gerous. 

For other evidence of hormonal influence, the 
use of ACTH and cortisone results in increased 
cerebral vascular resistance and reduced cerebral 
blood flow.*? Thyroid therapy will increase cerebral 
metabolism and cerebral blood flow in patients with 
myxedema.>3 The use of an adenergic blocking 
agent (dihydroergocornine ), which reduces systemic 
blood pressure in essential hypertension, is followed 
by a relaxation of cerebral vessels.'2 Reduction of 
the systemic blood pressure alone by differential 
spinal sympathetic block also decreases cerebral 
vascular resistance.?° 

The Hyperventilation Syndrome 

The emotionally aroused individual provides 
abundant opportunity for the study of the activity 
of the autonomic and hormonal ipfluences. Thus, 
Cannon has called attention to the action of the 
sympathetic nervous system in emotional situations.” 
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He notes that the “excitement which stops gastric 

- digestion, makes the heart beat more rapidly and 
raises the blood pressure by contracting the blood 
vessels.” 

The cerebral vessels, however, apparently are not 
strongly constricted by such stimuli. Forbes, by ob- 
servation of the pial vessels through a window in 
the skull of an animal, concluded that under the 
stress of strong emotion, cerebral blood flow can 
increase without hindrance from the cerebral vaso- 
motor apparatus.!! 

Therefore, when hyperventilation is superimposed 
upon an emotional state, several opposing factors 
are brought into action. Kerr, in 1937, combined 
the clinical results of these several factors under the 
term, “Hyperventilation Syndrome.”!© These pa- 
tients are described by Kerr as persons whose chief 
response is through the sympathetic system. From 
the sympathetic response can be traced the release 
of adrenalin. From this occurs cerebral cortical 
stimulation producing hyperventilation and cardiac 
acceleration by central action. Hyperventilation adds 
mental confusion and muscular twitching to this 
picture. 

‘The symptoms shown by a patient with the hyper- 
ventilation syndrome are therefore a resultant of 
simultaneous effects which are chemical, neurogenic, 
and hormonal in origin. To this there is the added 
factor of the patient's individual reaction to this 
unusual experience. 

It has been suggested that fear and anxiety lead 
to hyperventilation and that the alarming sensations 
following hyperventilation lead to fear and anxiety. 
In spite of the multitude of factors involved in 
emotional hyperventilating, however, the dominant 
effects on the cerebral vascular system seem still to 
be the powerful influence of acid-base disturbance 
in the production of cerebral anoxia. 


Cerebral Metabolism and Cerebral Blood Flow 


The vital function of all the mechanisms thus far 
mentioned is, of course, to deliver a supply of blood 
to the brain. The tissue requirement for blood is 
itself a factor in the regulation of cerebral blood 
flow.*3 Therefore all of the mechanisms are in 
delicate balance to adjust cerebral blood flow in 
response to the demands of cerebral metabolism. 
This produces a positive correlation between cere- 
bral metabolism and cerebral blood flow.!” 

Brain tissue cells themselves act to make up de- 
ficiencies in this adjustment. Thus, under most cir- 
cumstances, when cerebral blood flow is decreased, 
the brain tissue increases its extraction of oxygen 
from the blood. This allows cerebral metabolism to 
remain normal. In fact, as long as cell function re- 
mains normal, blood flow may be decreased up to 
21 per cent and still be compensated by increased 
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uptake of oxygen from what blood supply remains.° | 
This compensatory mechanism is demonstrated ; 1 
heart failure. 

During active hyperventilation, the cerebral va.- 
cular resistance increases and cerebral blood flo. 
is reduced. However, in the presence of active brai 1 
cells, the cerebral oxygen consumption is actual], 
increased during hyperventilation.2> This illustrat: s 
the ability of normal brain tissue to secure its quoi. 
of oxygen and glucose despite decreased cerebr: | 
blood flow. 

This means that increased metabolism of the brai:: 
cells raises a demand for a greater blood supply. 
Through some mechanism, the carefully balance: 
control factors are changed to allow a greater blood 
flow. Meanwhile the brain cells take up the slack 
by increased extraction of necessary blood constit- 
uents. On the other hand, when cerebral metabolism 
is decreased, there is a shift among the mechanisms 
which allows cerebral blood flow to be decreased. 

When there is disease of the brain cells, the 
metabolic control of cerebral blood flow is not so 
evident. However, in the hyperventilation which is 
initiated by organic brain disease, or by cerebral 
vascular accidents, the effects of hyperventilation are 
added to whatever neurologic deficit already exists, 
and the blood chemistry changes are superimposed 
upon the existing blood picture. 

Hyperventilation and Cerebral Metabolism 


When brain cell metabolism is using up the 
oxygen, and the cerebral blood flow is decreased, 
signs of cerebral anoxia appear. This situation oc- 
curs during hyperventilation. The result is a severe 
derangement of cerebral function. There is a slow- 
ing of the frequency of the electroencephalogram 
along with the reduction of awareness during hyper- 
ventilation.?? 

The manifestations of cerebral deterioration take 
place in roughly invers: phylogenetic order. The 
processes of reasoning, judgment, and attention span 
are more labile in this respect, being followed fi- 
nally by a partial release of cortical control over the 
basal ganglia with the production of athetoid move- 
ments in certain individuals.*° Light headedness, 
dizziness, release of muscle tonus, over-response to 
affective stimuli, blurring of, vision, stupor, syn- 
cope, all are referable to the disturbed function of 
the cerebral cortex.!>» 16 29, 30 

This cerebral anoxia is due to the respiratory 
alkalosis which depresses the release of oxygen from 
hemoglobin,” or reduces cerebral blood flow,!* or 
does both.© However, we have yet to account for 
the fact that in spite of the decreased cerebral blood 
flow during hyperventilation, the cerebral oxygen 
consumption is actually increased. 

This increase in cerebral oxygen consumption is 
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Salient facts on the new antituberculous drug... 


NYDRAZID 


Antituberculous 
effect 


what is known 


Nydrazid has greater potency 
against the tubercle bacillus than 
any other known compound, 
both in vitro and in experimental 
animals. Clinical results are en- 
couraging. The effect on fever 
and general status is often dra- 
matic. Roentgenographic im- 
provement occurs often, but is 
generally slower than in patients 
treated with streptomycin. 


Squibb Isoniazid 


what is not known 


It is too early to predict what the 
long-term effect of Nydrazid will 
be. Presumably chronic lesions 
will not respond better than they 
do to streptomycin, except inso- 
far as Nydrazid penetrates better. 
Nydrazid and streptomycin ap- 
pear to have additive effect in vi- 
tro, but it is not known how effec- 
tive such a combination will be 
in clinical practice. 


Bacterial 
tesistance 


Tubercle bacilli with increased 
resistance to Nydrazid have been 
isolated from patients. Resistant 
organisms can also be cultured 
in vitro, but this phenomenon is 
virtually eliminated when cul- 
tures are exposed to streptomy- 
cin and Nydrazid simultaneously. 


The clinical implications of bac- 
terial resistance are not complete- 
ly known. Patients harboring re- 
sistant organisms may continue 
to improve under treatment. The 
question of delaying the emer- 
gence of resistant bacilli by com- 
bined therapy must await further 
study. 


Toxicity 


Nydrazid is supplied in 


50 and 100 mg. scored tablets, 
bottles of 100 and 1000. 


For further information on Nydrazid 
send for the Nydrazid Abstract Folder. 


SQUIBB 


*MYORAZID® 1S A TRADEMARK OF E. R. SQUIbo & SOND 


Toxic reactions to Nydrazid are 
chiefly due to stimulation of the 
central nervous system. They are 
negligible in the therapeutic dose 
range, except in patients with 
convulsive tendencies. 


It appears probable that central 
nervous reactions to Nydrazid 
can be controlled by barbiturates. 
But with continued use of the 
drug, it is not known what sensi- 
tivity reactions may occur. 


E. R. Squips & Sons 
745 Fifth Avenue 
New York 22, N. Y. 


Please send me a copy of the Nydrazid Abstract Folder. 
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due to actual increase in cerebral metabolic ac- 
tivity.23 The explanation for this is that the clinical 
manifestations of hyperventilation are signs of 
cortical impairment, and do not necessarily imply 
depressed function of the entire brain.23 Oxygen 
uptake is measured in terms of the entire brain. 


The increased ability of brain tissue to extract 
oxygen sufficient for its needs in the face of reduced 
cerebral blood flow has been noted in certain dis- 
ease states. However, it is nowhere implied that 
cortical and subcortical tissues share this function 
equally. The decreased oxygen uptake by the cortical 
tissue is obscured by the overactive oxygen uptake 
of subcortical tissues. Metabolic activities of parts 
of the brain must therefore be deduced from the 
clinical findings, and it is possible for increased 
metabolism of the brain as a whole to co-exist with 
signs of severe cortical anoxia. 

Hyperventilation, by both clinical and. experi- 
mental evidence, profoundly affects the delicate bal- 
ance of cerebrat metabolic activities. It does this 
by reducing the cerebral blood flow and forcing the 
brain cells to extract as much oxygen as they can 
from this reduced flow. The cortical cells fall be- 
hind in this process, and the clinical picture of 
cerebral anoxia results. Hyperventilation also 
changes the character of the blood that is delivered 
to the brain through its effect on acid-base balance.> 


The Pharmacology of Hyperventilation 

The organ through which the effect of hyper- 
ventilation gains access to the body is the lung. 
This would correspond to the absorption of a drug. 
The dominant actions of hyperventilation within the 
body are due to the alkalosis of the blood. These 
dominant actions cause a shift in the balance of 
metabolic activities, particularly in the brain. Side 
actions of hyperventilation are those of tetany and 
tachycardia. Sometimes the side actions produce a 
more striking picture than does the dominant action. 
One does not, however, lose sight of the dominant 
action of a drug on this account. 


There seem to be individual variations in sus- 
ceptibility to hyperventilation, and some persons 
react emotionally to its effects. There seems to be 
no element of tolerance developed—chronic hyper- 


ventilators are just as susceptible to the effects. 


after long usage as they were in the beginning. 
Tolerance is acquired only through disease states 
such as severe emphysema in which there is no 
ventilatory control over carbon dioxide tension and 
pH of the blood.*® Toxic effects, as represented by 
cerebral anoxia, are completely reversible and leave 
no residual even after prolonged hyperventilation. 


The excretion of many drugs takes place through 
the kidneys. Correspondingly, the kidneys compen- 
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sate for the effects of hyperventilation by the in- 
creased excretion of bicarbonate in an effort to re- 
store the 20:1 ratio of bicarbonate to acid in the 
blood.4 

The effects of hyperventilation may be imme- 
diately antagonized by retention of carbon dioxide. 
This may be done by holding the breath in a man- 
ner analogous to Cheyne-Stokes respiration. Antay- 
onism may also be accomplished by rebreathing air 
within a paper bag held over the face. More elab- 
orately, the symptoms may be relieved by adminis- 
tering a gas mixture containing 5 per cent carbon 
dioxide. 

In many instances, a patient may not know that 
a drug he is taking is causing his symptoms. A pa- 
tient who is hyperventilating also may not know 
what is causing his symptoms. These patients with 
sighing and gasping respiration as a response to 
emotional distress need advice in the method of 
withdrawing or antagonizing the effects of hyper- 
ventilation. The patient who is hyperventilating 
in response to a cerebral vascular accident will need 
a more active program to repress the symptoms of 
hyperventilation. After the symptoms are repressed, 
this leaves a residue of symptoms arising from the 
brain damage itself. Likewise, the emotional pa- 
tient, when relieved of the symptoms of hyper- 
ventilation, still has a residue of symptoms arising 
from the emotional problems. However, withdrawal 
and antagonism in both instances remove the agent 
without which the underlying source of difficulty 
may be more adequately treated. 

The question might arise as to whether hyper- 
ventilation has any useful function for the patient. 
The answer to this is that it probably does have 
some value for the patient. It has the same value as 
other temporarily decorticating agents in loosening 
the patient from the perception of a painful en- 
vironment. Hyperventilation produces emotional 
problems of its own, but it also damps the patient's 
appreciation of his usual problems through the 
mechanism of cortical anoxia. This procedure is 
not unlike the use of alcohol which may also be 
said to have a certain value from the viewpoint of 
the consumer. It is only when the use of alcohol be- 
comes a problem that treatment is sought. The 
same applies to hyperventilation. 

The question might also arise as to whether the 
drug effects of hyperventilation have any useful 
application analogous to the proper use of other 
drugs. The answer is yes. In aviation medicine the 
study of this problem in relation to oxygen supply, 
atmospheric pressure, gravity force, and other con- 
siderations too complex for consideration here, in- 
dicates a proper time and place for the use of hyper- 
ventilation. 
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Summary 

The effects of hyperventilation are in many re- 
spects analogous to drug action on the total or- 
ganism. These are conditions under which these 
effects are useful therapeutically (aviation), and 
diagnostically (epilepsy). For the most part the 
effects are undesirable, however, both from the 
physician’s and from the patient’s point of view. 
The use of hyperventilation is initiated without 
much awareness on the part of the patient as to the 
reasons for that use. The withdrawal of hyper- 
ventilation solves only the problems created by 
hyperventilation. This withdrawal is necessary, how- 
ever, to produce optimal conditions for further treat- 
ment whether the underlying problem be organic or 
functional in nature. 

This concept of the drug-like action of hyper- 
ventilation has been presented as a frame-work for 
the study of the dominant action which is the 
effect of hyperventilation on cerebrovascular phys- 
iology. 
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The family physician must remember that the 
average treatment for a minimal case of tuberculosis 
requires a period of at least four to eight months— 
a moderately advanced case from six months to two 
years, and a far advanced case from one year to sev- 
eral years. With the average cost of sanatorium care 
at present varying from $8.00 up to $10 a day, one 
can readily see the local total cost of tuberculosis 
control. Realizing this, the family physician should 
advise an x-ray of the chest routinely whenever in- 
dicated by an illness, especially any signs of chest 
illness—Edward A. Piszczek, M.D., Illinois Medical 
Journal, March, 1952. 


Three times as many active cases of tuberculosis 
per 1,000 examinations are found on hospital ad- 
missions as in general community surveys. This is 
explained on the basis that most of the patients ad- 
mitted to hospitals are suffering from some source 
of potential illness—Edward A. Piszczek, M.D.. 
The Illinois Med. J., March, 1952. 
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PATHOLOGIC ANATOMY 


Your Laboratories... 
Our Responsibility 


Duncan 
Laboratories 


Established 1921 


KANSAS CITY, MO., 
909 Argyle Bldg. 


JOPLIN, MO., 230 Frisco Bldg. 


Associated 
Laboratories 


INDEPENDENCE, MO. 
Physicians Laboratory 
First National Bank Bldg. 


LEXINGTON, MO. 
Lexington Memorial Hospital 


SEDALIA, MO. 
Bothwell Memorial Hospital 


WARRENSBURG, MO. 
Warrensburg Medical Center 


Curbstone Consultation 


After standard exercise, approximately 
10% of patients with angina pectoris 
and a normal resting electrocardiogram, 
show evidence of coronary insufficiency; 
if the amount of exercise be doubled, 
33% will show a positive test. In the 
group with angina and an abrformal 
resting gram, 50% show changes after 
exercise, increasing to 66% if the ex- 
ercise is doubled. 

Patients with neurocirculatory asthenia 
or valvular heart disease frequently show 
an exercise tracing positive for coronary 
insufficiency. 


Sodeman, Wm. A., Pathologic Physi- 
ology: Mechanisms of Disease, W. B. 
Saunders & Co., 1950, p. 188-189. 


Pathologically 
Speaking 


MASTER’S TWO-STEP TEST 


HEN the physician is con- 

fronted by the patient in 
whom precordial pain is a symp- 
tom, his ensuing cardiac exam- 
ination almost always includes 
an electrocardiogram. Frequently, 
such a tracing will show no ab- 
normality, despite the fact that 
the description of the pain, as 
given by the patient, is typically 
that of angina of effort or ex- 
ertion, relieved by rest. 


If such b2 the case, the Mas- 
ters Two-Step exercise test can 
be a very helpful diagnostic aid 
in establishing whether or not 
coronary insufficiency occurs in 
the individual when the heart is 
subjected to extra work demands. 


The patient is required to 
traverse a set of two steps up and 
two steps down, built specif- 
ically at a height of 9 inches each 
steps. Tables worked out by 
Masters and his associates are 
consulted to determine how 
many times the individual must 
traverse the steps in a period of 
one and one-half minutes; this 
number of trips varies according 
to the sex, age and weight. One 
now has a standard amount of 
exercise whereby to judge the 
working capacity of the heart. 


Comparisons are made _ be- 


tween the standard three electro- 
cardiographic leads and usually 
the precordial lead over the apex 
of the heart, as taken before and 
then following the measured 
amount of exercise. The criteria 
of coronary disease are taken to 


be: 

(1) Significant (0.5 mm. or 
more) depression of the S-T 
segment in any lead; 

(2) Alteration of a positive 
T wave to a flat, diphasic or neg- 
ative T wave in any lead (unless 
it occurs in standard lead 111 
only ); 

(3) Alteration from a nega- 
tive to a positive T wave in any 
lead; 

(4) Occurrence of multiple 
premature beats or any signifi- 
cant arrhythmia; 

(5) Prolongation of the P-R 
interval and/or heart block; 

(6) Widening of the QRS 
complex; 

(7) Appearance of deep Q 


waves. 


If any or a combination of 
these phenomena occurs, an im- 
pression of coronary  insuffi- 
ciency is justified, and the pa- 
tient may be treated accordingly 
with an eye to the prevention of 
myocardial infarction. 


RALPH EMERSON DUNCAN, M.D. 
LORAINE E. SCHULTZ, M. D. 
ALBERT E. UPSHER, M. D. 
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DEATH NOTICES 


THADDEUS CAREY KIMBLE, M.D. 


Dr. T. C. Kimble, 76, an active member of 
the Clay County Society who had practiced 
in Miltonvale for 44 years, died in Topeka, 
August 28: He received his degree from St. 
Louis College of Physicians and Surgeons in 
1898, and began practice in Illinois. In 1908 
he opened his office in Miltonvale. He was 
active in civic affairs and served one term as 


a representative in the Kansas legislature. 
* * * 


HARRY LEWIS STELLE, M.D. 

Dr. H. L. Stelle, 80, who had practiced in 
Pittsburg almost half a century before his re- 
tirement early this year, died August 30. He 
was graduated from Beaumont Hospital Med- 
ical College, St. Louis, in 1896, and practiced 
first in Indian Territory, now Oklahoma. From 
there he moved to Montana, and in 1905 be- 
gan practice in Pittsburg, specializing in eye, 
ear, nose and throat work. He was an active 
member of the Crawford County Society and 
of the Kansas City Society of Ophthalmology 
and Otolaryngology and was a fellow of the 
American Academy of Ophthalmology and 
Otolaryngology. 

* * 
JOHN B. ANDERSON, M.D. 

Dr. John B. Anderson, 75, Valley Falls, 
died in a Topeka hospital on September 12. 
He was an active member of the Jefferson 
County Society. Dr. Anderson was graduated 
from Eclectic Medical University, Kansas 
City, in 1914 and practiced in Centralia-and 
Morrill before moving to Valley Falls. He was 
a veteran of the Spanish-American war and 


of the Philippine insurrection. 
* * * 


ETHEL HILL SHARP, M.D. 

Dr. Ethel Hill Sharp, 76, a member of the 
Crawford County Society before her retire- 
ment in 1936, died September 24 at the home 
of a son, Dr. George Sharp, Cincinnati. She 
was a graduate of the Hering Medical School 
Homeopathic Institution, Chicago, with the 
class of 1900. She opened an office in Pitts- 
burg in 1914 and continued to practice there 
until her retirement. ; 


Completely pure substances are not known to 
chemistry, but of all common compounds, familiar 
sugar is the purest, averaging over 99.9 per cent 
pure sucrose. 
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COUNTY SOCIETIES 


The first fall meeting of the Shawnee Coun y 
Society was held September 16 at the Hotel J:,- 
hawk, Topeka. The scientific program was pic- 
sented by Dr. Milton L. Kramer, who spoke on 
“Newer Therapies in Heart Disease.” 

* * * 

Dr. C. F. Taylor, Norton, was speaker at a mec:- 
ing of the Butler County Society held in El Doraco, 
September 8. His subject was “Recent Trends in thie 
Treatment of Tuberculosis.” 

* * * 

A meeting of the Southeast Kansas Medical So- 
ciety was held September 10 at the Iola Country 
Club. Dr. Philip W. Morgan, Emporia, was guest 
speaker. At the business session two Parsons phy- 
sicians were elected to office, Dr. Mirl C. Ruble as 
president and Dr. Charles F. Henderson as secretary- 
treasurer. 

* * * 

Members of the Reno County Society entertained 
physicians of nine surrounding counties at a meet- 
ing at the Bisonte Hotel, Hutchinson, September 25. 
Dr. Frederick W. Madison, associate professor of 
medicine at Marquette University, Milwaukee, spoke 
on diseases of the blood. Dr. Madison also con- 
ducted a clinic at Grace Hospital during the after- 
noon. 

* * * 

Four new members were admitted to the Wyan- 
dotte County Society at a meeting held at the Kan- 
sas City city-county health center, September 16, Dr. 
Jack R. Cooper, Dr. Carl D. Enna, Dr. William D. 
Hawley and Dr. Charles A. Hunter, Jr. Dr. Donald 
L. Rose, head of the department of physical medi- 
cine at the University of Kansas Medical Center, 
spoke on physical medicine. Plans were made for 
a medical-dental golf tournament, September 25, at 
Victory Hills Country Club, followed by a dinner at 
the Terrace Club. 

* * * 

Members of the Saline County Society were hosts 
to the Golden Belt Medical Society at a meeting 
held at the Salina Country Club, October 2. Dr. 
Charles R. Rombold, Wichita, read a paper, “Inter- 
vertebral Disc Syndrome,” and Dr. Howard Dun- 
ham, Emporia, discussed “Lymphosarcoma.” A din- 
ner meeting and business session concluded the day's 
program. 


The 94th annual session of the Kansas Medica! 
Society will be held May 4-7, 1953, in Wichita, 
Kansas. Make plans now to attend. 
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ld Hix's a tip: Desoxyn Hydrochloride will make 
1j- the dieting patient a better bet than before by curbing his appetite 

er, and elevating his spirits. More potent than other sympathomimetic F 

or amines, DEsoxyn produces the desired anorexia with smaller doses. 

at Only one 2.5-mg. or 5-mg. tablet before breakfast and another 

- an hour before lunch are usually sufficient. — 

In recommended doses, DEsoxyN has quicker action, longer Smaller 
effect and a low incidence of side-effects. It is also effective Dosage 
” as an adjunct in depressive states accompanying Minimal 
menopause, extended illness and convalescence, Guictias Side-effects 

7 and in the treatmefit of alcoholism and narcolepsy. Action 

: Available at all pharmacies in 2.5-mg. 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


Editor's Note. In this section the Journal repro- 
duces editorials relating to medicine which have 
appeared in the lay press. An effort is made to in- 
clude both favorable and unfavorable comments, 
and the Editorial Board in no instance assumes re- 
sponsibility for the opinions expressed. 

In the Right Direction 

According to an American Medical Association 
report, American hospital service last year reached 
an all-time high. In 6,637 registered hospitals, 


18,237,118 patients were admitted—one every 1.7 


seconds. 

There was also a marked gain in extending ac- 
cident and health protection among the people, as 
measured by the accurate yardstick of premium in- 
come. This income for accident and health insurance 
increased almost 28 per cent over 1950. Blue Cross, 
Blue Shield and similar plans reported an increase 
of 14 per cent. Group accident and health insurance 
jumped nearly 41 per cent. 

What is the significance of such facts as these? 
They show that we are making substantial and 
steady progress toward solving the financial prob- 
lems that come with sickness and accidents. And we 
are doing it voluntarily, as individuals and members 
of organizations. We aren’t doing it because the 
government tells us we must and taxes us to pay for 
it—as would be the case under federal compulsory 
health insurance. ‘ 

That we still have a long way to go is evident. So 
is the fact that we are going in the right direction. 
In those nations, such as England, which have at- 
tempted to solve all the problems at one fell swoop 
by saying, “let the government do it,” medical 
standards have dropped alarmingly and the public 
health has suffered. In the United States, by con- 
trast, more people have more and better care than 
in any other major nation. The record speaks for 
itself —E] Dorado Times, August 11, 1952. 

* * * 
No Need for Socialized Medicine 

The death rate in the United States dropped 45 
per cent in the past 50 years, according to a survey 
announced by the Brookings Institute. In this sur- 
vey it was found that the lowest death rate was in 
the north central part of the United States, North 
and South Dakota, Iowa, Nebraska and Kansas. 

The death rate in the nation was 17.2 for 1,000 
population in 1900 and in 1950 the rate had been 
reduced to 9.6 per cent. While people are living 
longer, the big increase was due to health advance 
among babies under five years. 
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While this survey is not intended as an argumen: 
for or against any medical plan, it does refute th: 
argument of Oscar Ewing, who will be back befor: 
the next session of Congress—provided the electioi 
goes to suit him—with his efforts to saddle so- 
cialized medicine upon the country. He and his 
misty-eyed propagandists for compulsory health ix- 
surance attempt to smear opponents of his scheme 
by claiming it is being fought by people who have 
no interest in bettering our general health standards 
or in improving the quality and scope of medical 
care. That’s quite an indictment, but it simply is 
not so, and Ewing knows it. Among the many 
organizations—outside the medical profession—op- 
posing compulsory health insurance are the Amer- 
ican Association of Small Business, the American 
Legion and Auxiliary, AMVETS, the General 
Federation of Women’s clubs, the National Catholic 
Welfare conference, the National Federation of 
Press Women, the National Grange, and others. 
But as might be expected, the labor unions are 
lining up with the administration—or it might be 
the other way around. 

The remarkable advance in health conditions has 
been due to the diligent work done by the medical 
profession, medical colleges, research laboratories 
and scientists, and it has been done without one 
cent of federal money and without a horde of 
bureaucrats and political hangers-on at Washington. 
There is no denying that there is still room for 
improvement, but if anyone thinks the cause of heal- 
ing, in any of its manifestations, would be advanced 
by socialized medicine or government domination of 
the nation’s medical personnel and facilities, he is 
blind to the facts. Just because it may be needed in 
some sections is no reason why socialized medicine 
should be forced upon everybody in the United 
States, whether they want it or not, and the medical 
profession placed in a straight-jacket under the con- 
trol of some socialistic bureaucrat at Washington. 
Progress in medicine—as well as all other directions 
—flourishes best in an air of freedom—not in an 
atmosphere of red tape, bureaucracy, political mis- 
management and government monopoly.—F.J.C. 
Kingman Leader-Courier, August 28, 1952. 


Nineteen Egyptian physicians, faculty members 
of Cairo medical schools, were guests of Eli Lilly 
and Company in Indianapolis in August. They in- 
spected the Lilly plant and laboratories there, and 
then went to Rochester to see the Mayo Clinic. The 
doctors are spending 30 days in the country view- 
ing medical facilities, manufacturing plants and 
laboratories as a method of exchanging professiona! 
ideas. 
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From among all antibiotics, 
Ophthalmologists often choose 


AUREOMYCIN 


New aureomycin minimal 
dosage for adults—four 250 mg. 
capsules daily, with milk, 


2?) 


RG 


Hydrochloride Crystalline 
because 


Aureomycin penetrates the ocular tissues 
and fluids, after passing the blood-aqueous 
barrier. 

Aureomycin in 0.5% solution is well 
tolerated by the conjunctiva. 

Aureomycin may be used locally in 
appropriate solution; or by mouth; or, in 
emergency, intravenously; or by a com- 
bined approach, depending upon the seri- 
ousness of the infection. 

Aureomycin has proved of value in a 
number of ocular infections in which other 
remedies have failed. 

Aureomycin has been reported to be 
effective against susceptible organisms in 
the following conditions commonly seen 
by ophthalmologists: 

Blepharitis 

Conjunctivitis 
Dendritic Keratitis 
Epidemic Keratoconjunctivitis 
Episcleritis 
Periorbital Infection 
Acute Trachoma 
Uveitis 


Throughout the world, as in the 
United States, aureomycin is recognized 
as a broad-spectrum antibiotic of 
established effectiveness. 

Capsules: 50 mg.—Bottles of 25 and 100. 
250 mg.—Bottles of 16 and 100. 


Ophthalmic: Vials of 25 mg. with dropper; solution pre- 
pared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 
30 Rockefeller Plaza, New York 20, New York 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Endocrine Control of Blood Sugar 


The Endocrine Control of Blood Sugar. By C.N.H. 
Long, Diabetes, 1:3-11 (Jan.-Feb.) 1952. 

The author first points out that in the normal 
individual the blood glocuse level is held within re- 
markably narrow limits, regardless of the amount 
of carbohydrate and protein ingested by the indi- 
vidual. He then considers the factors contributing 
to this stability under various headings: 

1. Physiological mechanisms controlling 
blood glucose level. 

The first such mechanism is the rate of absorp- 
tion of glucose from the intestinal tract. This rate 
is higher on a diet rich in carbohydrate, slower on 
a diet low in carbohydrate. It varies with the 
metabolic demand of the body; it is slow in hypo- 
thyroidism and markedly accelerated in hyperthy- 
roidism. 

The liver is important in the physiologic control 
of blood sugar. This organ forms glycogen from 
glucose under the influence of insulin, it forms 
glycogen from the products of protein metabolism 
under the influence of adrenal cortical hormones, 
and it breaks glycogen down to glucose under the 
influence of epinephrine and probably a hyper- 
glycemic factor from the pancreas. 

The kidney tubules play an important role in the 
regulation of blood glucose. All glucose in the 
plasma is filtered into the glomerular fluid, from 
which it is normally completely reabsorbed into the 
circulation by the specific activity of the renal 
tubules. A high level of glucose in the glomerular 
fluid prevents complete reabsorption. The absorp- 
tive capacity is increased in hyperthyroidism and 
apparently decreased by certain adrenal steroids. 
Phloridzin poisoning markedly interferes with tubu- 
lar reabsorption. The kidney is also capable of form- 
ing glucose from carbohydrate sources. 

2. Utilization of glucose by the tissues. 

Glucose is utilized in the tissues by three path- 
ways of metabolism. The first is by transformation 
to glycogen either in liver or muscles. The second 
is by oxidation to carbon dioxide and water. The 
last pathway, and the least understood, is formation 
of fatty acids from carbohydrate. These fatty acids 
may be stored in unlimited amounts in fat depots 
or may be immediately used for the needs of the 
organism. 

3. The effect of insulin on the utilization of car- 
bohydrate. 

Insulin is the only hormone which accelerates the 


the 
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rate of utilization of carbohydrate in the tissues. It 
apparently affects all three main pathways of car- 
bohydrate utilization. 

First, it increases glycogen formation from glu- 
cose in both liver and muscles. Secondly, it partici- 
pates in those processes by which glucose is con- 
verted to fatty acids. Thirdly, it has been suggested 
that insulin participates in the complete oxidation 
of glucose to carbon dioxide and water. 

The author suggests that continued weight gain, 
with its attendant constant demand for and waste 
of insulin in the formation of fatty acids, may ac- 
count for the relationship between obesity and dia- 
betes. 

4. The maintenance of blood glucose during fast- 

ing. 
There are two ways by which this can be accom- 
plished. The first is by formation of glucose from 
non-carbohydrate precursors. The second is by re- 
ducing the utilization of glucose to minimal levels 
essential for maintenance of the nervous system. 
Both mechanisms are influenced by the endocrine 
system. 

The anterior lobe of the pituitary appears to be 
of primary importance in this control. Fasting hypo- 
physectomized rats die within a few hours—the 
blood glucose continues to fall after the liver is 
depleted of glycogen. Such fall does not occur in 
the intact animal. Similarly, muscle glycogen falls 
rapidly in the fasting hypophysectomized animal 
and is maintained in the intact animal. 

5. The metabolic hormones of the anterior pit- 
uitary. 

There are at least six hormones secreted by the 
anterior pituitary. These are the two gonadotropic 
hormones, thyrotropic hormone, ACTH, the lacto- 
genic hormone, and the growth hormone. The two 
gonadotropic, thyrotopic, and lactogenic hormones 
cannot be considered of great importance. ACTH 
acts through its influence on the adrenal cortex and 
leads to a consideration of 

6. The adrenal cortex and carbohydrate metab- 
olism. 

It has been known for a long time that people 
with Addison’s disease and adrenalectomized .ani- 
mals are very susceptible to hypoglycemia, due in 
part at least to decreased rate of gluconeogenesis 
from tissue proteins. Injections of adrenal cortical 
extract or steroids of the cortisone type produce 
an opposite effect. 

However, when hypophysectomized animals are 
injected with adrenal cortical extract, liver glycogen 
is increased only moderately and muscle glycogen 
is not increased. In other words, the defects in 
fasting metabolism of hypophysectomized animals 
cannot be completely repaired by adrenal cortical 
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The name Schering has come to stand for pioneering 
research and leadership in steroid hormone chemistry. 
Now Schering adds this new important product to its 
steroid line— available in ample amount to meet all 


your cortisone needs. 


Available as 25 nig. tablets, bottles of 30. For complete information 


write to our Medical Service Department. 


CORPORATION-BLOOMFIELD,N.J. 
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hormones. Crude extracts of the anterior pituitary 
lobe do restore this metabolism to normal. There- 
fore, something besides ACTH must be present in 
pituitary extracts to produce this effect. In other 
words, there must be a “diabetogenic” factor in the 
anterior pituitary which exerts its effect inde- 
pendently of the adrenal cortex. This second factor 
is now believed to be the growth hormone. 

7. The effect of the growth hormone on carbo- 
hydrate metabolism. 

Little is known as yet of the action of the pituitary 
growth hormone. It has been demonstrated that it is 
capable of producing permanent diabetes in dogs 
and cats. Its action is intimately related to one of 
the least understood metabolic processes, the syn- 
thesis of protein. 

8. Epinephrine and carbohydrate metabolism. 

Epinephrine is rapidly released from the adrenal 
medulla under a variety of circumstances. It has the 
property of releasing glycogen from the liver as 
glucose, and glycogen from the muscles as lactic acid 
which, on reaching the liver, is converted into glu- 
cose. Recently it has been shown that epinephrine 
also stimulates the anterior pituitary to the release 
of ACTH, which stimulates the adrenal cortex to a 
more prolonged but slower effect on carbohydrate 
metabolism. This mechanism is best demonstrated 
in hypoglycemia, which stimulates an outflow of 
epinephrine and thus sets off the chain of events 
first described for correction of the hypoglycemia.— 
E.J.R. 


* * * 


Red Cell Mass in Rheumatoid Disease 


The Use of Red Cell Mass in Rheumatoid Dis- 
ease. By Mark W. Garry, Am. J. M. Sc., 223:6, 642- 
647 (June) 1952. 

Anemia, insidious in onset and refractory to iron 
therapy, has been a fairly consistent associated phe- 
nomenon of rheumatoid disease. 

Detailed studies of whole blood and plasma vol- 
umes in a series of patients with rheumatoid dis- 
ease demonstrated that the anemia in this instance 
is due apparently to an increase in plasma volume. 

Thirty patients with rheumatoid disease were 
then given red cell mass transfusions. Each trans- 
fusion consisted of one unit of red cell mass (that 
is, the sedimented cells of one pint of whole blood 
after the plasma is withdrawn). Six to ten units of 
red cell mass, in dosage of one unit daily, were given 
to each patient. 

Results were gratifying. Improvement occurred 
in 24 hours to 9 days in all cases, and was good in 
26, fair in four. Five cases have been seen in re- 
lapse in the last year. 

Within one week after completion of red cell 


mass transfusions, plasma volume returned to nor- 
mal. 

The author employs the following criteria as in- 
dications for red cell mass transfusions: 

1. Active rheumatoid disease which does not re- 
spond to other usual forms of treatment. 

2. Hemoglobin estimations under 11 gms., or 
hematocrit readings below 40 per cent—E.J.R. 


ANNOUNCEMENTS 


Dr. I. W. Magill of London, England, will be a 
guest of the Kansas City Society of Anesthesiology 
on Monday, October 27. He will present two papers 
at the University of Kansas Medical Center, one at 
noon and the second at four o'clock. The Kansas 
Society of Anesthesiology will sponsor a luncheon 
for Dr. Magill at 1:30 that day. 

* * 


The fifth annual postgraduate course on recent 
advances in diseases of the chest, sponsored by the 
Council on Postgraduate Medical Education and the 
New York State Chapter of the American College 
of Chest Physicians, will be presented at the Hotel 
New Yorker, New York City, November 10-14. 
The course is open to all physicians, but registration 
will be limited. Application forms may be secured 
from the Executive Director, American College of 
Chest Physicians, 112 East Chestnut Street, Chicago 
11, Illinois. 

* * * 

The Nebraska State Medical Association an- 
nounces a series of six regional postgraduate courses 
sponsored by its Speakers Bureau Committee. The 
courses are scheduled for the following dates and 
places: November 17, Lincoln Hotel, Scottsbluff; 
November 18, Pawnee Hotel, North Platte; No- 
vember 19, Keystone Hotel, McCook; November 
20, Yancey Hotel, Grand Island; November 21, 
Madison Hotel, Norfolk; November 22, Paddock 
Hotel, Beatrice. The same course will be presented 
at each meeting, and the time will be from 1:30 to 
9:30 each day. There will be a complimentary social 
hour and dinner each evening. 

The faculty includes Dr. J. M. Baty, Tufts Col- 
lege Medical School, Boston; Dr. Bruce Douglas, 
Mayo Foundation, Rochester; Dr. Harry F. South- 
wick, Chicago; Dr. Claude S$. Wright, Ohio State 
University College of Medicine, Columbus. A ques- 
tion and answer period will follow the formal pro- 
grams. The courses are recognized for credit by the 
American Academy of General Practice. 

Reservations should be sent to the Nebraska State 
Medical Association, 1315 Sharp Building, Lincoln 
8, Nebraska. Kansas physicians are invited to at- 
tend. 
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r JOHN B. BARTRAM, M.D., PEDIATRICS, Associate Pro- 
fessor of Pediatrics, Temple University School of Medicine, 
Philadelphia, Pennsylvania. 
JAMES A. DICKSON, M.D., ORTHOPAEDICS, Chief, De- 
partment of Orthopaedics, Cleveland Clinic, Cleveland, Ohio. 
RUBIN H. FLOCKS, M.D., UROLOGY, Professor of Urology, 
State University of Iowa College of Medicine; Urologist in 
Chief, University Hospitals, Iowa City, Iowa. 
HOWARD K. GRAY, M.D., SURGERY, Professor of Sur- 
gery, The Mayo Foundation, Graduate ool, University of 
Minnesota School of Medicine, Rochester, Minnesota. 
FRANCIS L. LEDERER, M.D., OTOLARYNGOLOGY, Pro- 
fessor and Head of the Department of Otolaryngology, Uni- 
versity of Illinois College of Medicine, Chicago, Illinois. 
CLARENCE S. LIVINGOOD, M.D., DERMATOLOGY, Pro- 
fessor and Director of the Department of Dermatology and 
Syphilology, University of Texas School of Medicine, Galves- 
ton, Texas. 
ROSCOE L. PULLEN, M.D., MEDICINE, Dean and Pro- 
fessor of Medicine, University of Texas Postgraduate School 
’ of Medicine, Houston, Texas. 
JOHN H. RANDALL, M.D., OBSTETRICS, Professor and 
Head of the Department of Olstetrics and Gynecology, State 
University of Iowa College of Medicine, Iowa City, Iowa. 


CONFERENCE 
GENERAL ASSEMBLIES 


ANNOUNCING THE TWENTY-SECOND ANNUAL CONFERENCE OF THE 
OKLAHOMA CITY CLINICAL SOCIETY—October 27, 28, 29, 30, 1952 
- DISTINGUISHED GUEST LECTURERS 


GEORGE F. LULL, M.D., Secretary-General Manager, AMERICAN MEDICAL ASSOCIATION, Chicago, Illinois. 


CLINICAL PATHOLOGICAL ROUND-TABLE LUNCHEONS 
SMOKER 
POSTGRADUATE COURSES 


Registration fee of $20.00 includes all the above features 
For further information, address Executive Secretary, 512 Medical Arts Building, Oklahoma City 


WILLIAM L. RIKER, M.D., SURGERY, Instructor in Sur- 
gery, University of Illinois Medical School, Chicago, Illinois.. 
EDWIN L. RIPPY, M.D., MEDICINE, Associate Professor 
of Clinical Medicine, Southwestern Medical School of the 
University of Texas, Dallas, Texas. 
LEWIS C. SCHEFFEY, M.D., GYNECOLOGY, Professor of 
Obstetrics and Gynecology, Head of the Department and Di- 
rector of the Division of Gynecology, Jefferson Medical Col- 
lege and Hospital, Philadelphia, Pennsylvania. 
JOHN RUDOLPH SCHENKEN, M.D., PATHOLOGY, Pro- 
fessor of Pathology, University of Nebraska School of Medi- 
cine, Omaha, Nebraska. 
NEWTON D. SMITH, M.D., PROCTOLOGY, Associate Pro- 
fessor of Proctology, Mayo Foundation, Graduate School, Uni- 
versity of Minnesota School of Medicine, Rochester, Minnesota. 
JOSEPH B. VANDER VEER, M.D., MEDICINE, Assistant 
Professor of Cardiology, Graduate School of Medicine, Uni- 
versity of Pennsylvania, Philadelphia, Pennsylvania. 
ROLLAND J. WHITACRE, M.D., ANESTHESIOLOGY, Di- 
rector, Department of Anesthesiology, President, Medical Staff, 
Huron Road Hospital, Cleveland, Ohio. 
HARVEY WHITE, M.D., RADIOLOGY, Instructor in Ra- 
ae. Northwestern University Medical School, Chicago, 

inois. 


DINNER MEETINGS 
COMMERCIAL EXHIBITS 


Medical Staff — 


Sylvia Allen 

Edward E, Baumhardt 
Marvin L. Bills 

John D. DeMott 
Merrill T. Eaton 
B. Landis Elliott 

Louis H. Forman 
Paul Hines 

Morton Jacobs 


THE NEUROLOGICAL HOSPITAL 


announces the completion of 


A NEW GERIATRICS UNIT 
Fire Proof — Elevator For The Physically Ill — All Hospital Facilities 


Choice of Kansas City Psychiatrists — Fully Controlled by 
the Medical Stoff — Lower Rates Than in the Main Hospital 


Recreation Area Available to 
All Hospital Patients 


Address All Inquiries to Individual Psychiatrists or to the 
Neurological Hospital, 2625 West Paseo, Kansas City, Mo. 


Medical Staif — 


Frank J. Koenig 
Louise B. Loewy 
Albert Preston, Jr. 

G. Wilse Robinson 
G. Wilse Robinson, Jr. 
William F. Roth, Jr. 
A. T. Steegmann 

E. H. Trowbridge, Jr. 
James E, Young 
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The Sixth Clinical Session of the American Med- 
ical Association will be held at Denver's newly en- 
larged auditorium, December 2-5. 

* * * 

The American Urological Association offers its 
annual award of $1,000 for essays on the result of 
some clinical or laboratory research in urology. 
Competition is limited to urologists who have been 
in such specific practice for not more than five 
years and to men in training to become urologists. 
The prize winning essayist will receive $500. A 
second prize of $300 and a third award of $200 will 
also be given. 

Complete information may be secured from the 
executive secretary of the association, 1120 North 
Charles Street, Baltimore, Maryland. 

* * * 

The International Academy of Proctology an- 
nounces that an award of $100 will be given the 
author of the best unpublished contribution on 
proctology or allied subjects. The competition is 
open to all physicians, and all entries must be re- 
ceived by April 1, 1953. Additional details of the 
contest may be obtained from the Academy, 43-55 
Kissena Boulevard, Flushing 55, New York. 


Appointments at Medical School 


Two appointments at the University of Kansas 
School of Medicine, effective October 1, were an- 
nounced last month by Chancellor Franklin D. 
Murphy. Dr. Mahlon H. Delp was named assistant 
dean of the school and professor of postgraduate 
medicine, and Dr. E. Grey Dimond was appointed 
chairman of the department of medicine. 


Dr. Delp has been a member of the faculty since 
1938 and has been professor of medicine since 1950. 
The new appointments are in addition to this posi- 
tion, under which he will advise the dean, Dr. W. 
Clarke Wescoe, on matters concerning medical prac- 
tice and will direct the university postgraduate 
courses and circuit courses. Dr. Delp is the first 
assistant dean for the Kansas City campus of the 
medical school. 

Dr. Dimond has been associate professor of 
medicine since he joined the faculty in 1950, and 
has also been director of the cardiovascular labora- 
tory. As chairman of the department of medicine, 
he will be in charge of curriculum planning for 
undergraduate teaching in that department. 


Kansas Chapter A.C.S. Meets 
The Kansas Chapter of the American College of 
Surgeons held its annual meeting at the Wareham 
Hotel, Manhattan, September 7. Dr. Murray C. 
Eddy, Hays, became president, succeeding Dr. J. D. 
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Colt, Jr., Manhattan, and Dr. A. E. Hiebert, Wichita, 
was elected vice presiderit. 

Dr. Colt and Dr. J. G. Hughbanks, Independence, 
were elected as new councilors. Other council mem- 
bers are Dr. Eddy, Dr. Hiebert, Dr. Orville R. 
Clark of Topeka, and two governors who represen: 
Kansas in the national organization, Dr. C. C. Nes 
selrode, Kansas City, and Dr. Thomas Orr, Kansas 
City. 

For the scientific portion of the meeting, papers 
were presented by Dr. Lloyd Reynolds, Hays; Dr. 
William L. Valk, Kansas City; Dr. Orr; Dr. Howard 
E. Snyder, Winfield; Dr. Charles Rombold, Wich- 
ita; Dr. John W. Cavanaugh, Topeka, and Dr. C. F. 
Taylor, Norton. 


Hospital Treats 50,000th Casualty 


The 8,055th Mobile Army Surgical Hospital, the 
first of its kind in Korea, treated and evacuated its 
50,000th battle casualty in September. The 200- 
bed hospital, organized two weeks after the out- 
break of the Korean war, has been at its present lo- 
cation, just behind the front lines, since last October. 

Heliocopters and ambulances bring in wounded 
troops of all nationalities. Hospital personnel take 
pride in a patient recovery rate of 99.8 per cent. 
There are 15 American and Canadian doctors at the 
hospital, one American dentist, 16 nurses and 181 
persons assigned to administrative and technical 
duties. 


It is estimated that Americans spend between 10 
and 11 billion dollars annually for health services. 
One out of three people is totally disabled every 
year, and for one out of seven that disability en- 
dures five weeks or more. In the span of 12 months, 
one out of 12 is hospitalized for an average stay of 
10 days. 

Americans lose more than one billion days of 
work each year on account of sickness. In the course 
of an average lifetime, an individual will be dis- 
abled 17 times. 

Only one dwelling in 400 will be damaged by 
fire. Only one automobile policy in 33 will result 
in a loss each year, but one disability insurance 
policyholder in every four will file a claim—Best’s 
Insurance News, February, 1952. 


Nations like Sweden and the United States, which 
have been able to make the relatively small invest- 
ment involved in a sound public health program, 
have reaped a rich harvest in life capital as a result. 
—WHO Monograph Series, No. 7, 1951. 


Sugar has 1,794 calories a pound, only half as 
many as a pound of butter. 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


announces its 
Eighth Annual Postgraduate Course in SURGERY 


_ January 19, 20, 21, 22 and 23, 1953 


Guest Faculty: 
WILLIAM E. ADAMS, M.D., University of Chicago. 
FRANK ALBRITTEN, M.D., Jefferson Medical School. 


WILLIAM A. ALTMEIER, M.D., Cincinnati General Hospital. 


IRVING ARIEL, M.D., Memorial Hospital, New York, N. Y. 


ALEXANDER BRUNSCHWIG, M.D., Memorial Hospital, New 
York, N. Y. 


GEORGE CRILE, JR., Cleveland Clinic. 
ORMAND S. CULP, M.D., Mayo Clinic. 


EVERETT I. EVANS, M.D., Medical College of Virginia, 
Richmond. 


FRANK H. GARDNER, M.D., Peter Bent Brigham Hospital, 
Boston. 


FRANK L. GERBODE, M.D., Stanford University. 

PAUL W. GREELEY, M.D., University of Illinois. 

C. HOWARD HATCHER, M.D., University of Chicago. 

EDGAR A. KAHN, M.D., University of Michigan: 

EARLE B. KAY, M.D., Western Reserve University. 

ARIEL A. LIEBOW, M.D., Yale University. 

ROBERT R. LINTON, M.D., Harvard University. 

JOHN B. MCKITTRICK, M.D., New England Deaconess 
Hospital. 

RUSSELL MORGAN, M.D., Johns Hopkins Hospital. 

JOHN H. MULHOLLAND, M.D., New York University. 


Guest Faculty: 

I. S. RAVDIN, M.D., University of Pi ylvania Hospital 
Philadelphia. 

MARK M. RAVITCH, M.D., Johns Hopkins Hospital. 

JONATHAN E. RHODES, M.D., University of Pennsylvania 
Hospital 

FIORINDO A. SIMEONE, M.D., City Hospital, Cleveland. 

DANELY P. SLAUGHTER, M.D., University of Illinois. 

HENRY SWAN, M.D., University of Colorado. 

OWEN H. WANGENSTEEN, M.D., University of Minnesota. 

In addition to University of Kansas Faculty 


GENERAL SUBJECTS 
Monday—SURGERY OF PERIPHERAL VASCULAR 
DISEASE 


Tuesday—NEWER ASPECTS OF BILIARY TRACT 
DISEASE 

Wednesday—CANCER SURGERY 

Thursday—RECENT ADVANCES IN SURGERY 

Friday—SYSTEMIC EFFECTS OF SURGICAL DISEASES 
AND THEIR TREATMENT 


In addition each day’s focpan includes: Operative Clinics 


with Color Television, Ward Walks and Grand Rounds, 


Conference and Panel Discussion in addition to seven Lectures 


or Demonstrations. 
Complimentary Buffet Dinner, Wednesday Evening. 
For copy of program announcement, address: 
Extension Program in Medicine 
University of Kansas Medical Center 
Kansas City 12, Kansas 


fresh...add zest 


to the hour 
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State Hospital Fund Referred to Voters 


Kansans will have an opportunity to vote funds 
for the state hospital system when they go to the 
polls on November 4. A constitutional amendment 
for the establishment of a building fund for state 
charitable institutions will be on the ballot. If it 
passes, this amendment will permit the legislature 
to levy a small ad valorem tax solely for a state hos- 
pital building fund. 

The 1949 and 1951 legislatures radically re- 
organized the state hospital system in Kansas. Em- 
phasis was placed on hiring and training profes- 
sional personnel, and the staffs of all of the insti- 
tutions have been improved considerably as a result. 

The biggest problem facing the hospitals now is 
that of buildings, as most of those now in use aré 
antiquated and out-moded, some even firetraps. Lit- 
tle building was done during the depression, con- 
struction was hampered during the war years, and 
appropriations since that time have gone for staffs. 

A statement on the need for passage of the 
amendment was made recently by Mr. W. D. 
Weigand, president of the Kansas Association for 
Mental Health, who said, “This pay-as-you-go pro- 
posal for the systematic development of our hos- 
pital facilities has the support of both political par- 
ties and the endorsement of many Kansas civic 
groups. Without such a fund the state hospitals 
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will be at the mercy of whatever pressures develop 
from year to year, and the buildings will continue 
to deteriorate.” 


All products mentioned by advertisers in tie 
Journal are approved by the various councils of tiie 
AM.A. 


The 94th annual session of the Kansas Medical 
Society will be held May 4-7, 1953, at Wichita. 
Make plans now to attend. 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Library of medical books, white ename 
folding table (examining), medical instruments. Will sel 
reasonably. Write the Journal 9-52. 

FOR SALE—Trial, case, refraction cabinet, ultra viole! 
and other lamps, compressor and suction apparatus, spe- 
cialist cabinet, stools, chairs, tables and other items, foun- 
tain cuspidor, large selection of EENT instruments. Retir- 
ing. Write the Journal 10-52. 

FOR SALE—16-inch Castle electric sterilizer. 
Write the Journal 12-52. 

FOR SALE—Old gas sterilizer, 3 sections, gauze, instru- 
ment and water heater, serviceable condition, $35; Soren- 
sen suction pressure outfit, $40. Write the Journal 14-52. 

PHYSICIAN WANTED—Excellent opportunity available 
for draft exempt physician in modern western Kansas 
county seat town of approximately 2,000. Only young 
physician on temporary deferment until replacement can 
be found. Only two other elderly physicians in entire 
county of over 9,000 population, only one of these located 
in this city. Write the Journal 15-52. 

OFFICE AND EQUIPMENT AVAILABLE in Hutchinson. 
Deceased physician had fine practice. Write the Journal 
16-52. 

FOR SALE—Optical equipment, excellent condition, sur- 
gical instruments and office furniture. Write the Journal 
17-52. 


Like new 


Physicians’ 
Half-Price Rates 
4 years | $4.00 
3 years 3.25 
1 year 1.50 
AMERICAN MEDICAL ASSOCIATION 


.535 North Dearborn’ Chicago 10, Illinois 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 


Made to Order 
In Our Own Factory 


P, W. HANICKE MFG. CO. 


1009 McGee St. Victor 4750 
KANSAS CITY, MO. 


Surgical 
Corsets 
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Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


GOETZE NEEMER CG. 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 
orders. 


New 2-Way Aid in ACNE 


Now hide and treat acne blemishes simultaneously with new 
AR-EX R.M.S. Lotion. Complexion tinted. Contains resor- 
cinol monoacetate and sulphur in gentle AR-EX Foundation 
Lotion. Non-astringent. 


For children from five to twelve, of average or superior 
intelligence, with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 


The Menninger Foundation 


Intensive individual psychotherapy in a residential school 
Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director Topeka, Kansas, Telephone 3-6494 
3100 EUCLID AVENUE KANSAS CITY, MISSOURI 
A Well Beautiful 
Equipped Location 
Institution Large, 
f Well Shaded 
or the 
Grounds 
Nervous and Spacious 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Drug and Restoring 
Patients toa 
Normal 
Addictions : Condition 
Elderly People Accepted — Special Rates 
HERMON S. MAJOR, M.D. HERMON S. MAJOR. JR. 
Medical Director Business Manager 
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announcing 


A NEW PUBLIC RELATIONS AID 


NEW OFFICE PLAQUE 


VY dark brown lettering on buff 
VY harmonizes with any office decor 
measures 1112 by 754 inches 


Y for desk or wall 


Y laminated plastic finish 


PRICE 


$1 
POSTPAID 


- - - to boost your PR rating 


On a riendly 


AMERICAN 


Finviteyou to, discuss frankly 
with mé-any questions regarding 
“My Services or my fees | 
he best service is based 


aly, mutual under. 


As you know, a physician’s best public relations is car- 
ried on right in his own office. Here the physician gets 
acquainted with his patients . . . gives them a chance 
to talk over problems . . . builds a feeling of mutual 
understanding between patient and doctor. 


Your American Medical Association has designed an 
attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
patients to talk over professional services and fees. Patients 
like to ask questions, but often are hesitant to do so. This 
plaque will open the door to better relations with your 
patients. Order one today. 


MEDICAL ASSOCIATI 
535 North Dearborn Street 
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THE LATTIMORE-FINK 


LABORATORIES 


Topeka EI Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T. Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 
Walter Norris, A.B., Chemist 


Anatomical and Clinical 


Pathology 


Containers Furnished Upon 


Request 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two 

Weeks, starting October 6, October 20, and November 3. 

Surgical Technic, Surgical Anatomy and Clinical Surgery, 
Four Weeks, starting October 20. 

Surgical Anatomy and Clinical Surgery, Two Weeks, 
starting November 3. 

Surgery of Colon and Rectum, One. Week, starting Octo- 
er 20, November 17. 

Gallbladder Surgery, Ten Hours, starting October 20. 

Bronchoscopy, One Week, by appointment. 

General Surgery, One Week, starting October 6. 

General Surgery, Two Weeks, starting October 6. 

Breast and Thyroid Surgery, One Week, starting October 6. 

Esophageal Surgery, One Week, starting October 13. 

Thoracic Surgery, One Week, starting October 20. 

Fractures and Traumatic Surgery, Two Weeks, starting 
October 6. 


GYNECOLOGY—Intensive Course, Two Weeks, starting 
October 20. 

Vaginal Approach to Pelvic Surgery, One Week, starting 
November 3. 


OBSTETRICS—Intensive Course, Two Weeks, starting Sep- 
tember 29, November 3. 


MEDICINE— Intensive General Course, Two Weeks, start- 
ing October 13. 
Gastroenterology, Two Weeks, starting October 27. 
Gastroscopy and Gastroenterology, Two Weeks, starting 
November 3 


CYSTOSCOPY—Ten-Day Practical Course starting every 
two weeks. 


DERMATOLOGY—Intensive Course, Two Weeks, starting 
October 13. 


TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 707 So. Wood St., Chicago 12, Ill. 
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Isle Built Appliances restore the highest 
possible degree of efficiency to patients 
who have suffered amputation or other 
physical impairment. 
Your i ions followed implicit! 
Qualified, courteous personnel. 


THE W. E. ISLE COMPANY 
1121 GRAND AVE. KANSAS CITY, MO. 


Everything for the Laboratory 


Southwest Scientific 
Corporation 


LABORATORY SUPPLIES AND EQUIPMENT 
122 South St. Francis Street 


Phone 2-0582 Wichita, Kansas 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M.D., F.A.P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 
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Medical and Surgical Supplies 
for Doctors of Medicine and 
Hospitals. 


Munns Medical Supply Co. 
512 Kansas Ave. 
Topeka, Kansas 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 
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e 
Fairmount 
HOSPITAL 
FOR 
UNMARRIED 
GIRLS 
Est. 1909 


Private sanitarium with 
certified obstetrician in 
charge. All adoptions 
arranged through juve- 


Write for Information nile court. Early en- 
trance advised. 

MRS. EVA THOMSON Rates reasonable. In 

4911 East 27th St. certain cases work given 

Kansas City, Mo. to reduce expenses. 
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It's Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 
Oxygen Therapy Nitrous Oxide 
Regulators and Equipment Ethylene 
2 Carbon Dioxide 
Repair Service for 
Helium 
Regulators, Flowmeters Oxygen 
and Humidifiers Cyclopropane 
KANSAS OXYGEN, Inc. 
Phone 6392 HUTCHINSON, KANSAS Box 551 
DATE DUE 
THE K 
DIS. Y 
Officially ar egates. 
Investigated dical Eco- 
nomics. 


639 New England Building Topeka, Kansas 
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Stormont Medical 
State House, 
Topeka, Kansas 


is Liquid 


hole milk. ond 


RITIONALLY SOUND... 


The generous milk protein content 
of Lactum provides for sturdy growth 
and sound tissue structure. 
Dextri-Maltose® supplements 

the lactose of the milk 

so that energy needs may be met, 

fat properly metabolized, 

and protein spared 

for its essential functions. 


For more than 40 years, 

milk and Dextri-Maltose formulas 
with the approximate proportions 
of Lactum have been used 

with consistent clinical success, 
Infants fed Lactum* 

show good tolerance of feedings, 
low incidence of digestive 
disturbances and infections, 
satisfactory growth response 

and a generally excellent picture 
of health and development. 


Frost, L.. H., and Jackson, R. L.: 
J. Pediat., 39:585-592 (Nov.) 1951 
CONVENIENT 


Mothers appreciate the ease 

of Lactum’s simple 1:1 dilution. 

It assures accurate measurement. 
Lactum is ideal also for 
supplementary and complementary 
feedings, and whenever single 
feedings are indicated. 


S VILLE. Simply add to 1 part for a formula 
1 part Lactum... water... supplying 
20 calories 
per fluid ounce. 


EVAPORATED 
WHOLE MILK and DEXTRI-MALTOSE” 
FORMULA FOR INFANTS — 


MEAD JOHNSON & COMPANY 
EVANSVILLE 21, A. 


MEAD'S 
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